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THE BEST OPERATIOX FOR THE EXTRACTION OF 

CATARACT. 

By D. B. St. John Roosa, M. D., LL. D., 

PROFESSOR OF DISBASBS OF RYR AND RAR NRW YORK POST ORADUATR MRDICAL SCHOOL AND 
HOSPITAL.— SUROKON TO THiS MAXHATTAN RTE AND EAR HOSPITAL. 

A very important question to the? beginner in Ophthalmic surgery, 
continues to be : What is the best method of extracting cataract ? 
AVhich is the method that on the whole gives the best prospect to the 
patient of securing useful vision ? A man of large experience in cata- 
ract operation?, may have some difficulty in answering this question for 
himself, and how much more for the practitioner who has performed 
the operation on the dead subject, but perhaps never on the living. 
There must be a time, however, for the young surgeon to begin, and 
with which operation shall he begin ? My experience now extends 
over a period of twenty-five years, and I may say frankly in advance, 
that I shall not be able to answer this question unreservedly ; that Ls to 
say without exceptional clauses in any statement I may make. 

I was taught to perform the operation for extraction with the trian- 
gular Beer*s knife, without an iridectomy. The operation for cataract 
performed with this knife, was I think one of the most difficult of all 
surgical procedures. AVe then had no cocaine, and when we used 
ether or chloroform, we had dangers following from the use of the 
anaesthetic itself, while we had also the dangers of failure in [the tech- 
nique of the operation. A good many of these difficulties have not 
proved to be as serious as time goes on, and experience accumulates, a- 
they were once supposed. For example the operator was advised to 
withdraw the knife if he cut the iris in making the section, to wait for 
the wound to heal and then to begin again. We now know that the 
cutting of the iris through the too sudden evacuation of the anterior 
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chamber and the premature escape of the aqueous humor, is not after all, 
a very detrimental thing to the success of the operation. It was the shape 
of the knife that made the whole operation fo difficult. With Graefe's 
narrow knife, it has become much more easy to extract the lens without 
injuring the iris. Graefe's modification of the old flap operation came 
into practice about the year 1866. It was hailed with great approbation 
on almost every hand. But finally all of its distinguished features, that 
is the section in the sclera, and the attempt at a linear wound instead of 
a flap, were abandoned and there is nothing left of the Graefe operation 
bnt the knife and the iridectomy. 

Liebreich*s operation of a small flap well in the cornea, was suggested 
by him in 1874 or '75. I saw him perform it on several patients in 
London, in 1876. It is by no means a bad operation — it is usually very 
easy to perform, its chief difficulty being that adhesion of the iris to the 
wound is quite likely to occur, but as will be seen by a recent paper by 
myself in the Archieves of Opthalmology, of six extractions by this meth- 
od all were successful at my hands, and although I abandoned it, I by no 
means consider it a bad method. 

I have made some trials with an operation for extraction 
of the lens in its capsule, and I invented a method for accom- 
plishing thig which is characterized by the dislocation of the lens 
with the back of the knife, after making a counter puncture. The 
lens is caused to emerge by pressure on the cornea, and on the lip of 
the wound. I had hoped that this operation would bring immunity 
from subsequent operations for obstruction of the pupil, but I found 
that opacities in the vitreous, very anterior opacities, required divL«»ion 
in some of these cases also, and therefore the operation which is a diffi- 
cult one to perform, and which is rather apt to entail some loss of vit- 
reous, has been given up by me, except in rare instances, where the 
lens is seen ready to come out as soon as the section is finished. 

I then returned to simple extracticms with a narrow knife, perform- 
ing iridectomy if necessary at the time of the operation. That \» to 
say, in case the iris was cut during the section, or in case it prolapsed in 
such a way as to make it difficult to restore it perfectly to its normal 
position. Added to this, I wash out the anterior chamber, when 
much cortical material is left behind. The syringe of Panm is a very 
good instrument for this purpose. A solution of boracic acid is the 
fluid I use, as Panas himself now does. For cataract in young persons, 
or cataracts that are apparently very soft, the old linear operation ; 
that is a section with an iridectomy knife, and capsulotomy, and sub- 
sequent evacuation of the semi-fluid constituents of the lens, is a good 
method — one that is of more general value than I think is generally 
supposed. 

In case a cataract is very slow in ripening, and the fundus is not 
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healthy, I think well of a preliminary iridectomy with Foer.^ter's 
massage, but we must not expect such good results from operations in 
which this id performed, for they are necessarily not as good typical 
cases of senile cataract as in the other forms, and Foerster*s operation 
does not always hasten the ripening of the cataract. 

I am inclined then to answer the question that heads my article, by 
paying that I prefer the simple extraction for straight fomard cases of 
senile cataract, reserving linear and preliminary iridectomy for excep- 
tional ones. 

As for subsequent treatment, if there be no indication of an unruly 
disposition in the patient, I operate on a table in the operating room, 
afterward lifting the patient to his bed. But if there is any doubt as 
to the behavior of the patient, or when he is very feeble, or when other 
circumstances render it necessary and better, I prefer to operate on the 
bed on which he is to lie afterward. I am not so strenuous as to a fix- 
ed recumbent position as formerly. I allow a good deal of latitude in 
this respect. When things are going well, I let a patient sit out of bed 
on the third day, and sit up in the bed the second. 

I use Graefe's bandage, with absorbent cotton, instead of the picked 
lint which he formerly used, I drop in half a grain to the ounce solution 
of eserine immediately after the operation, and I do not allow the eyes 
to be opened unless severe pain supervene, until from four to six days 
after. To secure primany and permanent union, such 
precautions are not always essential, but on the whole I think they give 
the patient the best chance. 

In case senile delirium occur, I give the patient much more 
liberty, seeing only that a nurse is by his side night and day. In 
many cases, the removal of the bandage from the unoperated eye 
is a great relief. The isinglass plaster dressing I tried faithfully, 
when it was first advised by the late C. R. Agnew, but I found it 
much inferior to the flannel bandage. 



CALCIFICATION OF ENTIRE CAPSULE, EMPTIED OF 

ITS LENS AND HELD IN POSITION. RESULT 

OF SEVERE INJURY. 

By Middleton Michel, M. D., 

PROFESSOR OP PHTSIOLOOT AND MEDICAL JURISPRUDENCE, MEDICAL OOLLBOE OP THE 
STATE OP SOUTH CAROLINA, CHARLESTON. 

Cretaceous and ossific formations within the eye are known to occur, 
but they are not of such frequency as to make the recital of such very 
rare instances in an oculist's experience wholly uninteresting. 

Always the result of demolitionary influences and of even suspended 
nutrition in yet living delicate structures, it i^ strange that calcification 
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as a degenerative transformation of the tissues is not more frequently 
encountered in the panophthalmitic eye-ball. Among the number of 
eyes that have required evisceration, enucleation, or any other surgi- 
cal attention, it is strange that I have once only met with the patho- 
logical condition to be described. 

The circumstances of the case presenting this specimen were associ- 
ated directly or coincidently with severe injury of the eye, in one whose 
impaired vision necessitated the use of spectacles. In moving round 
suddenly the right eye struck against a post projecting beneath a pi- 
azza, crushing the spectacles and driving a fragment of glass into the 
eye. A year after the accident, his physician discovered a cataractous 
formation and sent the patient for its removal. The eye presented a 
puckered and withered appearance ; through the pupil a pearly white 
nacreous product was discernible pressing upon the iris to which it 
seemed attached. Indications of destructive changes were apparent in 
this phthisical eye. Subsidence of inflammatory action had long since 
occurred and had left little, if any, light perception. At the patientV 
request the removal of the cataractous product was undertaken for cos- 
metic purposes, as no promise of sight could be offered. The operation 
was performed in the presence of Dr. Williams, of Georgetown, who 
sent the case to me, and Drs. Butler, E. Wasdin, and others. The 
linear incision with a free iridectomy discovered a firm concretion of 
the capsule ; the cretaceous formation gritted perceptibly against the 
cystotome, and was of such hardness that it could not be severed read- 
ily from its zonular attachment ; the wound was enlarged with the 
probe-pointed secondary knife ; finding the delivery of the product yet 
diffiult with curette, it was seized by the forceps and extracted finally 
with some loss of vitreous. 

This unique specimen was supposed, at first, to be a chalky concre- 
ment of the lens that has too often been referred to as ossification, but 
it proved to be a complete calcification of the entire capsule free 
from any trace of lenticular substance. It maintained its capsular 
shape with a cavity widely opened with its anterior and posterior 
halves rigidly held apart by a very thick cretaceous deposit on all 
sides. 

This curious pathological specimen presents a striking miniature re- 
semblance to a "bachelors button," such as is found upon our seashore ; 
a species of echinoderm, known to naturalists as echinus or sea urchin, 
whose tegumentary characteristics lost by desiccation and edysis of 
its spines, presents a perfect shell-like cup with all the variegated 
markings of its complex structure. It is needless to add that no per- 
ception of light followed the operation, which improved the general 
appearance of the eye, and is memorable only in having furnished 
thL«i unique specimen of capsular disease. 
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There are curiosities in pathology of no direct practical importance, 
though perhaps there are no facts in science but have their practical 
significance upon some line of inquiry. 

Concerning such developments within the human eye, as the one 
to which this brief notice is given, we may very naturally desire to 
know more of its real character and mode of origin. 

The early writers refer to ossification of different parts of the eye, 
as of the lens, its capsule and other portions even of the iris itself; 
but the question arises whether these were instances of bony transforma- 
tion, or of calcification ; and whether any difference exists in condi- 
tions that conduce to the production of two very dissimilar degen- 
erative processes. 

Ossification occurs most frequently perhaps in close vicinage to 
capillary blood vessels, that pour out plasma into a proliferating group 
of cells, which appropriate and use up all the inorganic products in 
the exudate as building material for osseous tissues, modifying, incor- 
porating and methodically redepositing these indiscernible lime salts 
into a bony fabric, similar to that low osseous structure that exhibits 
simple multiplication of bone cells and canaliculi without progressing 
to the formation of concentric laminae around haversian canals — indeed, 
without forming exactly true bone. Such evolution of bony texture 
undoubtedly occurs in the eye, most examples of which have been 
found in direct contact with the vascular choroid which supplies ex- 
actly the conditions above suggested. The cause of such a product 
precisely in such a locality is probably some impairment or obstruc- 
tion in the circulation of the part resulting in a thrombus ; the whole 
phenomenon, there, is one of activity occurring in or about some vas- 
cular area amid tissues of impaired vitality, whose cells still continue 
to exhibit imperfect functional activity. 

Calcification, on the contrary, is a purely passive process of simple 
filtration of blood salts into non-vasci^lar, unorganized structures, 
whose impaired condition through direct injury permits stagnation of 
these inorganic materials to accumulate locally; presenting no 
methodical arrangement of histological element*, but only an ' aggre- 
gate of molecular granules deposited irregularly throughout the part ; 
— a purely passive infiltration, nowise dependent upon circulatory 
interruption, (as there are no vessels in a non-vascular tissue), but 
upon inability on the part of the injured tissue to appropriate nutri- 
tive plasma. The matrix of the tissues calcifying is simply permeated 
by earthy salts without it<*elf presenting any trace of newly formed 
structure. 

Now, this condition is just such as becomes possible in old case?* 
of injury that slowly have produced marked intraocular disease, es- 
pecially where traumatism takes place in unorganized extravascular 



Digitized by 



Google 



6 MICHEL, CALCIFICATIONOFCAPSULE. 

regions, such as the lens or its capsule. In such situations it is doubt- 
ful whether ossification can really occur. 

The specimen here described is one then of calcification of the en- 
tire capsule emptied of all lenticular substance ; not one of ossifica- 
tion as it would have formerly been termed. Its occurrence appre- 
ciatingly considered is readily understood, the only surprise being 
that similar instances have so rarely been met with. In this case the 
severity of the injury reached both capsule and lens, the rupture of 
the former allowed penetration of the aqueous so that the lens be- 
came diffluent, slowly escaped and was absorbed. The age of patient 
ensured this as he was young, for such an event is not likely to happen 
after middle age in consequence of the hardness of the lenticular 
nucleus that rarely yields to the solvent influence of the aqueous. 
That this occurred slowly is most evident, for the rapid escape of 
the lens would have caused collapse of the capsule ; but here on the 
contrary, time permitted the progressive and gradual deposition of 
cretaceous molecules so slowly that the capsular halves were sustained 
apart and retained their saccular shape. It is precisely this mode of 
formation that gives value to this beautiful specimen in my pos- 
session. After escape of the lens from any cause, its capsule in- 
variably tends to collapse, its halves falling together immediately, 
coalescing completely as a pillow case when its pillow is removed. 

I have several times met with a dense layer of capsule quite 
difficult to lacerate, extending across the area of the pupil, forming 
a veritable partition l>ehind the iris, that was thus produced by 
capsular layers in adhesive apposition. Penetrating wounds of the 
eye involving capsule and lens are followed by opacity of the capsule 
and destruction of lens substance in one way or another ; sometimes 
ret?ntion of lenticular substance thickens the capsule, fatty degen- 
eration subsequently softening its floating layers and content*; and 
should iritic complications produce intra-ocular inflammation lymph 
thrown out upon the capsular fragments consolidates into firm, dense 
■ fibrous shreds adhesively connected with surrounding parts, final- 
ly obliterating the pupil. In this more destructive condition of the 
eye, after the expiration of a certain time, it occasionlv happens that 
deposits of earthy salts are found in scattered patches over these 
vestiges of structure in the track of the wound givin<r to these a brit- 
tle, friable character. But the unexpected accident that, in our 
case, produced so strange a j)etrification of the capsule in mtu, 
without a relic of lens substance within its patent cavity, so 
perfectly calcified as to have prevented any shrinkage, change of 
curvature, or reduction of equatorial diameter and to have con- 
ferred upon it so |x»rfect a resemblance to the well-known little 
invertebrate to which I have likened it; is an event so very 
rare indeed, that I have thought this recital would especially inten>t 
the reader. 

83 SociiTY Strkkt, CiiARrKSTON, S. C, Nov. 30, U9l. 
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COCAINE ANESTHESIA FOR ENUCLEATION OF THE EYE. 
By Edward Jackson, M. D., 

PBOrKSSOR OP DISRASB8 OP THR BYR IK THB PHILADELPHIA POLTOLINIG, AND SURGRON TO TUR 

will's KYB HOSPITAL. 

While cocainization has replaced general anaesthesia for the great 
majority of the operations done in ophthalmic practice, the limits of its 
usefulness in that indicated by the heading of this paper are not entire- 
ly settled. Probably most surgeons regard the enuclation of the eye as 
always calling for the use of a general anaesthetic, but a few report that 
they do the operation with the aid of cocaine anaesthesia alone. 

The writer s experience in this direction began with the attempt- 
ed enuclation of an eye long blind, containing a foreign body, and 
which had become violently inflamed a few weeks before, and had 
caused sympathetic irritation in the other eye. A four per cent 
solution of cocaine of proved efficiency, was freely instilled in the 
conjunctival sac, and then injected into the orbital tissues with a hypo- 
dermic syringe, with a freedom that would now be regarded as 
dangerous. The patient was a strong young laboring man, and the 
operation carried forward as rapidly as possible ; but the evidently 
intense suffering of the patient, led to the completion of the enucleation 
under chloroform. 

This was in the early weeks of our acquaintance with cocaine 
as an anaesthetic, and the one experience led the writer not to make a 
second attempt for some years. As we became more familiar with 
the effects of the drug however it was noticed that its power of pro- 
ducing insensibility was very slight when the tissues to which it 
was applied were actively hyperemic or inflamed; and the idea oc- 
curred to the writer that probably this was the explanation of the 
failure in the above case. Its very satisfactory influence for tenotomy 
or advancement operations, made it seem probable that with the 
tissues in a similar condition of freedom from hyperemia it should 
answer for the enucleation of the globe. A patient requiring the 
enucleation of a globe quite free from hyperemia, and desirous of 
avoiding the use of ether, offered the opportunity for another trial. 
In this case the result was perfectly satisfactory, there being no com- 
plaint or evidence of severe pain. Certainly the pain was less than 
in the average operation for advancement of a tendon. 

From that time the writ3r has used cocaine for the enucleation of all 
eyes free from hyperemia, and has encountered but little more difficulty 
and caused but little more suffering? than attends an ordinary squint oper- 
ation. For the enucleation of hyperemic eyes, which are a majority of 
those requiring enucleation, the use of ether is still resorted to. 

For enucleation, cocaine is to be used very much as for an ad- 
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vaiieement, but more freely. A four to ten per cent solution is in- 
stilled freely into the conjunctival sac at intervals of two or three 
minutes, for fifteen or twenty minutes before the operation is com- 
menced. During the operation the cut tissues may also be bathed 
with the solution, but this part of its use is comparatively unimpor- 
tant. No attempt is made to inject it in the deeper tissues. The 
most pain^l part of the operation is, as in squint operations, the 
dragging on the tendons of the recti muscles. And the total pain 
caused will depend mainly on the gentleness or rudeness exhibited in 
this portion of the operation. 



THE PRACTICAL ADJUSTMENT OF SPECTACLES. 
By George M. Gould, M. D. 

OPHTHALMOLOGIST TO THE PHILADRLPHIA HOSPITAL, PHILADELPHIA. 

I can think of no possible book that is more needed for the medical 
good that it would do, than a first-class handbook for opticians. 
Such a book should be written by one or more opticians of long ex- 
perience and of more than average intelligence, with the aid of 
a competent oculist. It should be profusely illustrated 
in order to show in the simplest and plainest way the best methods 
of constructing spectacles and of adjusting them to the peculiarities 
of each face so that they shall not only be perfect optical instruments 
but also and thereby the best means of therapeutics in the physician*s 
hands. It must never be forgotten that every pair of spectacles 
has a medical significance, and every suggestion here ofiTered is written 
with the conviction of its medical influence. It is a strange and sorry 
absurdity that seems to impel opticans towards taking upon them- 
selves the physician*s duty of prescribing, shamefully forgetting and 
neglecting the veriest rudiments of their own peculiar work. If they 
cannot and actually do not make proper optical instruments and fit 
them properly, it is hardly probable that they will be able to prescribe 
them. It is an old saying that faithfulness in a few things brings 
rulership over many. If one would in any city, take a hundred* 
spectacle- wearers passing any door it would be found that not ten 
per cent, had properly-made, and fittingly-adjusted frames. This is 
not indeed, wholly the optician's fault, because the best spectacles 
are often rendered ill-fitting by the wearer's carelessness and ignorance 
of how to care for them. But even here there is some blame due the 
optician, because he should have it distinctly understood with his 
customer that all spectacles need readjustment every month.} More 
than this, the optician should give every customer a pamphlet or slip 
of instructions as to how to wear and care for his spectacles, and how he 
may know when they are out of adjustment. 
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But the wearer's carelessness is not by any means the chief cause 
of the trouble. Rightly, mechanically, and conscientiously made 
and fitted at first, spectacles do not get out of adjustment with the 
quickness that the good-for-nothing trash does that is commonly 
sold. 

My present interest in the matter is one born of a conviction 
that is the result of every day's experience, that physicians themselves 
are sadly neglectful of the therapeutic importance of these facts. I 
myself have been so and I know that others are. The optician's neglect 
is partially excused by that of the oculist, and their common derelic- 
tion of duty is the patient's common misfortune. The oculist's duty 
is not ended with writing the prescription for glasses nor that of the 
optician by selling them. Patient and customer must be warned as 
to the danger of ill-fitting glasses, and promises exacted as to frequent 
returns to physician and to store, in order to make quite sure that frames 
are kept straight and properly adjusted. 

The failure of oculists to realize the importance of proper frames 
and adjustment is clearly shown by the fact that in no treatise on 
refraction or ophthalmology is the subject adequately treated. In 
hardly one is it even mentioned, whilst hundreds of other matters of 
far less importance are discussed in pages and chapters. 

My interest in the fact is purely medical and no fact has been 
more commonly impressed upon my mind than this of the harmful 
effects of ill-made and ill-fitting glasses. There is hardly a day that, 
despite all warnings and cautions, patients do not return to me with 
complaints of recurrence of all old-time headaches, reflex troubles, 
and ocular symptoms. A glance at the spectacles shows the fons et 
origo mali, and they are at once sent to the optician, with a speedy 
disappearance of the symptoms so soon as readjustment has been 
made. Of what use is it to work for an hour to rightly estimate an 
astigmatic axis and degree, if a twisted lens undoes all work ? Of 
what use to estimate ametropia and muscle-imbalance if improper cen- 
tering of lenses and, adjustment of frames turn our prescriptions into 
prisms? If we believe that uncorrected ametropia is of vast signifi- 
cance in occasioning disease and morbid reflexes, then we must logically 
conclude that an ill-adjusted glass uncorrects our correction, and 
brings about again what we had aimed to remedy. 

There are many and intricate mathematical estimates and calcula- 
tions possible as to the prismatic effects of decentered and mal-inclined 
lenses, but such questions I shall not presume to discuss, contenting 
myself instead with a few of the simplest and crudest suggestions con- 
cerning aspects that are brought home to my attention by daily 
experience. I shall speak at first only of spectacles, leaving the eye- 
glass quei^tion for separats consideration. 



Digitized by 



Google 



10 UOULD, ADJUSTMENT OF SPECTACLKH. 

I allow patients to choose whether their spectacles shall be "rimless,** 
or with eye-wire, but strongly urge the advisability of "hooks/' . 

1. If of gold, the frame should be "14 karats fine." This insures 
the greatest degree of hardness, temper, and durability. It is possible that 
the new alloy of aluminium and nickle may prove of great ser\ice, but 
at present gold frames are the most advisable ; steel frames, if carefully 
nickelled, will be of more service than the plain steel. The question of 
expense at once arises. The 14 K. gold frames of the proper weight or 
quality of metal, of coursa cost much more than the fragile sort of the 
8 K., or even 10 K. degree of fineness commonly sold. The oculist may 
encourage the patient to buy such expensive frames by the assurance 
that they are "cheaper in the long run," but more rightfully by empha- 
sis of the medical aspect of the question. Most patients, even the 
poorest are determined to have gold frames. It were better to have 
a heavy rigid steel frame than a flimsy, wabbling, gold one. It is the 
silliest folly to allow a patient with reflex symptoms and of a sensitive 
nervous temperament to wear the limp, stringy bridges and frames that 
tradesmen who know no higher law than money-getting will shame- 
lessly sell. 

2. A very large proportion of the spectacle-frames sold are of too 
light weight. There is not enough metal to insure the proper rigidity 
and preservation of shape. With the usual thin and light bridges and . 
temple-pieces they must necessarily become bent out of shape in a short 
time. Moreover, when so fragile, the lens is shaken with every step or 
movement of the head, and a dancing, inaccurate image is thus con- 
stantly thrown upon the retina, inevitably producing ocular labor and 
weariness. A frame should be so solid and so solidly set as to allow of 
no quivering of the lenses. The heavier the lenses the more necessary 
is a solid rigid frame. 

The so-called "swelled bridge" is a nuisance. It is indeed desirable 
to have the broad, bearing-surface upon the crest of the nasal bridge, 
but this must not be obtained at the expense of the metal in the arms, 
as is done in the swelled bridge. The bridge in its entire length 
should be of uniform weight. The bridge, arms and all, even in the 
heavier frames should have a rigidity greater relatively to the rest of 
the frame than is commonly the case, in order to gain the desired stiff- 
ness of the whole mechanism. 

8. Vibration, quivering, or insecurity of the frames, with motion of 
the head, or in walking, must be avoided. The means to be taken to 
render these impossible are : — 

a. Sufficient heaviness and rigidity of the whole frame and especial- 
ly of the bridge. 

b. Absolute lack of looseness, or "play" of the fastenings of the straps 
of the bridge and end-pieces, and of the end-piece joints. 
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r. A bridge that fits the i)eculiaritie8 and irregularities of the nose, 
and the sides of which are in apposition with the sides of the nose. 

(I. Straight non-curving temple-pieces from the end-pieces to the 
tojis of the ear, shar|)ne8s of the curve at the top of the ear, and con- 
formity of the wire behind the ear to the curve of the ear. 

e. Fitting of the wire behind the ear to the depression next the 
ma£lx>id process and liead, — /. f., non-riding of the wire upon the ear 
away from the head. 

/. And, most important of all, close apposition (without cutting, 
however,) of the temple-pieces with the skin and scalp of the sides of 
the head, in so much of their extent as possible. 

4. The frames, and especially the bridge, must be so perfectly tem- 
pered as to admit of the frequent and extreme bending and shaping 
always necessary before a perfect fit can be secured. 

5. The saddle-bridge must clasp the sides of the nose widely or if 
you please deeply, and not rest simply upon the crest of the nose. The 
extent to which this can be done depends upon the height and shape of 
the nose, and in any case makes necessary a long arm and usually a 
sharp curve from the bend to the bridge-strap. The saddle-bridge 
must also clasp the nose closely or be in exact apposition on both sides. 
There must be no "play," but also of course, no decided pressure upon 
the sides of the nose. Various devices have been made to lesson or dis- 
tribute the pressure on the crest of the nose, that is sometimes necessa- 
r}^ A good way is by means of small metal carriers fastened at the 
lower extremities of the bridge, and holding pieces of cork that rest 
on each side of the nose. 

6. The temi)le|)iec'cs must be straight from the end-piece to the 
top of the ear, and the curve must begin at this point with the same 
degree of sharpness that the curve of the back part of the ear itself 
has. Nothing betnivs more stupidity mechanically than a temple 
whose curve begins at the end-piece and meanders up through the 
hair of the head, landing somehow and somewhere behind the ear. 
There should also be some endeavour to make the curve of the wire 
behind the ear conform to the inequalities of ear curve. The length 
of the temple-piece must be right, L p., made different for nearly each 
person. The wire is bound to cut the ear or make the lenses sit wrong, 
unless this is looke<l after. Sometimes (me temple-piece is required as 
much as one-half inch longer than its fellow, and then much care and 
ingenuity will be required to insure no maladjustment of the lenses due 
to this asymmetry of the position of the ears themselves. 

7. By general consent the French glass and lenses, known as "the 
A B frame," are the hardest, purest, and most generally satisfactory. 
Periscopic lenses in anything but plain sphericals are expensive, and 
except in sphericals are of doubtful advantage. In sphericals the per- 



Digitizad by 



Google 



12 



GOULD, ADJUSTMENT OF SPECTACLES. 



iscopic form of lens is used up to about 8 D.; above this biconvex or 
biconcave are preferred. In simple hyperopic astigmatism the plane 
side is next the eye. In compound hyperopic astigmatism the side hav- 
ing the least curvature is usually placed toward the eye. In simple 
myopic astigmatism the cylinder should be toward the eye. In 
compound myopic astigmatism the greater curve is usually placed to- 
ward the eye, but there are exceptions to this rule when one must 
use judgement in each individual case. 

8. The optical center of the lenses should be as near the geomet- 
rical center as possible. The optical center must be accurately 
located and indicated by a dot of ink or paint. This spot show- 
ing the center should be left on the lenses until the physician 
has examined the lenses and their adjustment. The axis of astigma- 
tism may also, and especially if not at 90° or 180°, be indicated by a 
fine ink-tracing across the lens. To test the accuracy of the axis- 
placing, the gtenopaic slit in the trial frame may be put over the ad- 
justed spectacles and the coincidence of the two lines observed. 

9. The optical centers of the lenses must cover the pupils at the 
most-used ix)sition of the eyes. To realize this necessity tests the 
optician's mechanical skill to the utmost. Because, either, 

a. The eye or its pupil upon one side is often at a greater or less 
distance from the center of the crest of the nose than the pupil of the 
fellow-eye. 

b. One eye or it^ pupil may be placed higher than the other. 

c. The peculiarities of the bridge of the nose, of the eye-brows, 
or of the contour of the adjacent parts, may demand peculiar adjust- 
ments. 

d. The habits or occupation of the patient may cause special 
adaptation, a lower or higher placing, etc. 

e. The centers in lenses used for reading alone must be narrower 
or nearer eacli other, and lower, than in those for distance alone. For 
constant use the centering must be a compromise ; if the patient be a 
hard worker at near-range, the adjustment should be almost the same 
as if for near- work alone ; if the patient does little near- work the cen- 
tering may be almost the same as if for distant use alone. The higher 
the refractive error, or the greater the reflex symptoms, the more ac- 
curate must be the adjustment for the most straining work. In these 
cases it is better to order two pairs, the refractive power of the lenses, 
so well as the centering, being more accurately suited to the two pur- 
poses of near and distant use. 

1 0. An extremely important thing ia the proper inclination of the 
lens. How oft^n one sees lenses so placed that the axis of vision 
strikes the lens at an angle as acute as that of the second stroke of a 
narrow^ capital letter V. The muscles in such cases are strained, the 
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light is lost by reflection, the axis of vision pierces the lens at its lower 
edge thus transforming the lens into a prism — ocular irritation is sure 
to follow. Since most of our vision is downward, all lenses, even those 
worn for distant use alone, should be inclined so that the visual axis 
shall strike the lens perpendicularly when the eyes are directed to the 
ground, say ten feet in front. If the patient be a hard worker at near- 
range the inclination should be such that the visual axis is nearly 
perpendicular when looking at the book, the sewing, or the writing- 
paper. But all patients should be urged by Doctor and by Optician 
to use low chairs or high desks, the latter inclined if possible, to get 
book, newspaper, or sewing up as near to a level with the eyes as pos- 
sible, and sit up straight. 

11. The eye-lashes must not strike the lens; if they do the lens 
is soon soiled and the eye irritated both by the obscurity and the re- 
peated strokes of the lashes against the lens in winking. When the 
eye is prominent and the lashes long it is decidedly advisable to trim 
the lashes a little so the lens can be brought closer to the eye. I have 
found by many experiences that without this, spectacles would have 
been a failure. When by long lashes a lens is necessarily placed at a 
great distance from the cornea there must follow muscle-strain either 
of the eyes or of the neck. The closer the lens to the cornea, the 
better. 

12. The angle of the bridge with the lenses, and the traction of the 
temple-piece "hooks" or ear-curves, must be such that the saddle-bridge 
shall rest in the natural depression or seat of the nose, and the inclina- 
tion of the flattened part of the saddle-bridge such that neither of 
its edges shall cut into the nose. 

13. All of the above suggestions are to be doubly emphasized in 
the case of the improved bifocal lenses that I have recommended to 
the Profession. The size and the shape of the presbyopic segment are 
matters requiring care and delicacy of judgement on the part of the 
oculist, whilst questions concerning thinness, cementing, centering, 
etc., etc., and of adjustment at the very precisely right level, and at 
the exquisitely proper inclination, — are wholly essential to satisfaction 
in their use. Until opticians know how to make and adjust them 
with fine skill and accuracy, it is comparatively useless to advocate 
their very general use. I have prescribed them in over a hundred 
cases with less than a half dozen failures. 

14. As to pince-nez or eye-glasses, it is the daily bore of my life 
to keep people Avith astigmatism or a nasal conformation that renders 
the use of eye-glasses almost impossible, from wearing such absurd 
optical instruments. In some obstinate cases I have refused to con- 
tinue recognizing the person as patient. In many instances an ex- 
pert optician can adjust an eye-glass so that the axis of astigmatism 
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is not twisted from the correct angle, or so that the ocular muscles are 
not put to irritating strain. But vanity too often pays a fearful 
penalty for its satisfaction. 

But, instead of merely clumsily and superficially, perhaj)s errorfully, 
touching upon a few of the many important parts of the subject, if 
I had written the full and scientific treatise that the optician, not the 
oculist, should long since have produced — there would still remain the 
pertinent remark that all rules and instructions can help but a very 
little toward the realization of the ideal. Inherited mechanical capac- 
ity, the interested mind, the supple and expert manipulative skill, 
must learn by experience the lessons that words cannot teach — one of 
these lessons being that the little things, the veriest details of the 
optician's handicraft, have direct or remote, but constant significance 
and influence upon health and happiness. 

The Care of Spectacles by the Patient. — I consider it a part 
of my duty to instruct patients in the details of the care of their del- 
icate little optical'instruments. I show them by illustration how to 
put the glasses on and how to take them off* without Avrenching the 
joints, and bending the frame out of adjustment ; and without soiling 
the lenses by banging them against the eye-lashes or lids ; and also 
how to clean the lenses without endangering the lenses, or the form 
of the frame. I tell them to use only an old clean, unstarched cotton 
or linen handkerchief or cloth for polishing the lens, — never using the 
handkerchief used on the face and never using chamois leather, tissue 
paper, silk, etc. I advise ammoniated rose water for cleansing the 
lenses. I caution them not to fold the frame up at night, nor lay the 
lenses upon their face. I put the greatest stress on keeping the frame 
straight, and instruct each patient how maladjustment may be detect- 
ed, why it works injury, and make them promise to return to the 
optician frequently for the correction of possible misplacments of the 
glasses. If the lenses are prismatic I explain the temporary distortion 
of objects, and if otherwise of high power I give especial hints as to 
their use and misuse. In all cases I urge elevation of the book, paper, 
writing, etc., as near as possible to a level with the eyes, the proper 
placing of the light, or of the body as regards the light, the wisdom of 
frequent little rests in protracted reading, etc., etc. Patients need these 
little bits of advice, the medical results are better, and though con- 
stant repetition is somewhat tiresome to oneself, I have found that in 
the long run it avoids annoyance and trouble. 
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REMARKS ON EXTRACTION OF CATARACT. 
By Peter D. Keyser, M. D., 

PROPKSSOR OP OPBTHALMUI.OGY, MRDICO-CHIRURQICAL COLLKGK, AND SURORON TO WILL'S SYR 
HOSPITAL, PHII.ADRLPHU, PA. 

There is no one method of operation for the extraction of cataract 
miitable for all cases. Good judgment in selecting the method to be 
adopted is as necessary as the dexterity in making the operation. The 
choice of operation must depend upon the character of the cataract, 
and condition of the eye in all its bearings, which can only be deter- 
mined by a careful examination. I have never been able to make a 
great series of operations by one method in which everything turned 
out just as was wanted and expected. My experience which has been 
a long, varied and successful one, almost forces me to doubt many of 
the long listed favorable reports of the hundreds of cases made success- 
ively and successftilly by one method without change or mishap before 
or after the delivery of the lens. 

For cosmetic purposes the extraction without iridectomy is no doubt 
the par excel knee of operations, but it is utterly impossible to do so in 
every case ; and as to acuity of vision obtained, I have found it no 
better than when iridectomy is made. 

Ever since the introduction of de Weckers flap operation in 1875, I 
have attempted, more or less, to extract all good ripe cataracts without 
iridectomy, but cannot say that I have been always successftil on ac- 
count of several complications that have fallen in the way. 

The complications mostly found are : 

1st. Prolapse of the iris immediately or any time within forty-eight 
cr fifty-two hours aft«r the extraction which cannot always be replaced 
by eserine, the spatula, or gentle rubbing over the lids. 

2d. A rigidity or inactivity of the iris ; a sluggishness in action 
when light is thrown on the eye ; pupil dilates slowly and only about 
one half under the action of a mydriatic. This rigidity is such that 
instead of the iris dilating to permit the lens to pass through, it more 
likely contracts and completely prevents the expulsion of the cataract 
by the ordinary pressure on the ball in the operation. 

3d. In cases where the lens is not thoroughly firm, a large amount 
of soft cortical matter, or an over ripe fluid cataract (morgagni) which 
cannot be readily removed from the eye ; the soft particles passing in 
under the iris during the pressure in the manipulation to force the lens 
out Much of this latter trouble however, is now removed by the 
washing out of the anterior chamber. 

4th. Fluid vitreous. In which case it is necessary to draw the lens 
out by a traction instrument quickly to prevent, as far as possible, 
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much loss of the vitreous, as well as the falling back of the lens into 
the posterior part of the eye. 

By experience, I have found that success in extraction without 
iridectomy is generally to be expected when the cataract is what is 
called ripe — lens thoroughly opaque and firm — the iris very active on 
the stimulus of light, and the surroundings of the eye in good condition, 
with generally good health. 

Where there is much soft cortical mass suspected, I have found it 
best to make iridectomy with the extraction. When the iris is very 
rigid and sluggish there is invariably a tendency to iritis, and the best 
practice is to make a free iridectomy some weeks previously to the ex- 
extraction of the lens. This has been my practice for many years and 
the success has been very satisfactory. 

The method of opening the anterior capsule requires careful consid- 
eration so as to prevent, if possible, a fold or piece lying in the pupilary 
region and requiring a secondary operation, even before there is any 
special thickening of the posterior capsule. The anterior capsule 
should be carefully examined, and if thin and in good condition, an 
incision across the upper part horizontally with a longitudinal one from 
well down under the iris up to the first — (thus TT), I find a very good 
method, and in this way the side flaps roll out of the pupillary 
space. The removal of a piece of the capsule by de Wecker's forceps 
is also very good, especially when an iridectomy has been made. 
Without iridectomy, care must be taken that the iris is not caught on 
the teeth of the forceps in the act of withdrawing the instrument from 
the anterior chamber and thus causing a prolapse as well as injury to 
the iris. When the capsule is found at first to be thickened, then I 
think a piece should be removed either by de Wecker's forceps or by 
my hoe shaped cystotome, as described in the Transactions of the 
Pennsylvania State Medical Society, 1883. 

For the past few years I have washed out the anterior chamber, even 
from under the iris with great satisfaction. I use de Wecker's small 
syringe containing a weak solution of boric acid and eserine in cases 
where no iridectomy is made, and plain boric acid solution where there 
is an iridectomy. 

We have always been taught that an extraction should not be made 
until the cataract is completely formed or what is called ripe. This 
idea I have given up long ago and have had as good success in remov- 
ing unripe cataracts as ripe ones. There are many persons having 
sIdw forming cataracts who suffer for want of means and friends to as- 
sist them and are placed by the diminution of vision in such a plight 
that almost drives them to desperation ; too blind to work and sup- 
port themselves and thoroughly helpless except to move about 
and be a burden to those near and around them. I think it a dutv 
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to nm»t such sufferers, and I always operate, extracting with iridec- 
tomy, and have found them to do well ; thus giving them a chance 
to be useful to themselves a« well as to others. 

If the posterior capsule becomes thickened forming secondary 
cataract, any operation thereon should not be undertaken until the 
the eye is quiet and free from the inflammation of the first opera- 
tion. The operation for secondary cataract is not such a light affair 
as is supposed, and to me it has been a very delicate and troublesome 
question what to do to endanger the eye as little as possible again, 
for I have had the simple laceration of the capsule to cause the loss 
of some eyes after beautiful and successful extractions ; and in one 
case the inflammation became so serious as to pass up to the brain 
and cause death. 

Simple laceration is an uncertain operation and at times must be 
repeated. When the cai)8ule is first torn the vitreous coming forward 
opens the incision quite wide and the appearance is of a successful 
operation ; but in a short time the presence of the vitreous recedes 
and in some cases the gap in the cupsule closes causing a renewal 
of the diminution of vision, and requiring another operation and 
again placing the eye in jeopardy. If the capsule is in anyway 
thickened enough to be able to engage it on a . small hook I prefer 
to extract it at once. This latter method is to my mind and ex- 
perience the best. 

I present these few remarks upon this important subject with the 
knowledge that it is often we learn from the experience of others and 
that carefully collated statistics of experiences give us something 
for thought from which we can form good and proper judgement, 
and I hope these few ideas tersely put together of my practice 
may be of some benefit to the profession or rather younger members 
thereof, who desire to gain knowledge from the work of others. 



A CONTRIBUTION TO THE STUDY OF CONCUSSION 

CATARACT. 

By Casky a. W<h)1>, C. M., M. D. 

PATHOLOOISr TO THB ILLINOIS RYK AND RAR INFIRMARY: PROFRSSOR OK UPHTUALMOLOOY, 

CHICAGO P08T-0RA0r ATR MRDICAL FCHOOL: OCULIST AND AVRIST TO THR 

ALRXIAN HOSPITAL KTC. 

It matters not from what standpoint one studii^s the many varieties 
of cataract the deep mystery of its pathogenesis seems no nearer an 
explanation than when in the days of Mmkenzie* the causation of the 
senile form was set down as due to defective nutrition of the lens. In 
spite of obserN^ation of this c(»mmou pathological manifestation made 

IDigeases of the Eye. p. 574. London. ISM). 
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by numerous workers during the past sixty years, it seems as if we 
cannot say much more than that about the etiology of the cataract of 
old age. 

It is much the same witli the traumatic form. "The lens," says Mc- 
kenzie, ^ "is rendered opaque by the coagulating influence of the aqueous 
humor." One might go still fiirther and claim that one of the best 
English descriptions of the disease in all its phases is still to be read in 
this same treatise. 

Microscopically considered it is, however, a far cry from early 
guesses at the minute changes in the lens to Becker's exhaustive and 
beautiftilly illustrated monograj)li.^ And yet why the alterations there 
set forth occur &s they do is a cjuestion as yet unanswered. These dif- 
ficulties are not lessened when we consider what seems best termed 
" concussion cataract ." Here neither the minute histological aJtersr 
tions present nor the theory of nutritive disturbance throws much light 
upon this curious form of lenticular opacity. 

Definitions of cataract due to concussion are as a rule loosely given. 
In most text-books indistinct references are made to the hazy lens re- 
sulting from bodily concussion which are generally regarded as of the 
traumatic form. But a moments consideration will show that cataract 
due to direct traumatism ha*» not much in common with jiure examples 
of cataract resulting from concussion. For the purpose of contrasting 
these we may define the latter to coasist of those changes in the normal 
and norma fly tntvated leiiMor lU intad cupxule that nhmv themKehyei* short- 
ly after a )*hoc1c or concussion affecting the hulhm oculi in common mth 
the head or whole body. Evidence of lenticular dislocation, of a rup- 
tured zonula, of a fissured capsule or of a late apj>earance of the opacity 
should be suflicient to put the case out of court. The changes, what- 
ever form they may take, must spring directly from the shaking up of 
the lenticular or capsular elements. Possibly the lamellar cataract of 
infancy (as a result of convulsions) may be a sample of this unless the 
opacity be really a " coagulation effect " upon the lens layers next a 
minutely fissured capsule due to the entrance of aqueous. The follow- 
ing case, referred to me by Dr. Wittwer of this city, is to my mind a 
good illustration of cataract from concussion. 

D. C, age 38, a perfectly healthy looking man always had good rision in 
both eyes and has always had good health. None of his relatives were short 
sighted or had suffered from disease of the eyes. Patient is certain he has 
never had any disease, acute' or chronic, affecting either eye. Vision in left 
eye ^ and it is in all respects normal. Towards the end of May 1890, 

gitient was "creaaing" the axles of a stone truck weighing over 80 cwt. 
e bad raised Sie side of the truck by means of an ordinary wagon "jack," 
and had deprsssed the long arm of the lever into its proper place when the 
body of tJie truck lurched throwing the lever with full force into the air. 

2L. 0. p. CT4. 

SZur Anatomie des gesunden und krankeii Linse. 
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Patient was stooping at the time and received the end of the arm on the 
upper-outer margin of the orbit cutting through a portion of the lid and 
other soft tissues to the bone and making a deep,irregular and ragged wound. 
C. was felled to the ground. He was removed to the Eye and Ear Infirmary 
where his wounds were dressed by my colleague Dr. fialdwin Wylie. In a 
week the chemosis had subsided and the wound shortly healed so thoroughly 
that only a faint cicatrix remained. A slight ptosis resulted. Dr. Wylie re- 
ports the following as the intraocular condition. **The vitreous was fidl of 
olood and there was also some in the anterior chamber. The a. c. cleared and 
the inflammatory attack subsided rapidly under hot fomentations, atropine 
and a laxative. The case was under my care for three weeks during which 
time I was unable to find any opacity of the lens although I looked carefhUy 
for it. I did so because the blood in the anterior chamber seemed to come 
fh)m behind the iris which led me to suspect a rupture of the zonula and per- 
haps of the capsule. The vitreous became somewhat clearer, that is to say 
was less dense, but vision did not amount to much while the patient was un- 
der my observation.^' Some time afterwards the patient tested his vision and 
found that he douid detect handmovements and could discern lamplight and 
he is positive that bis visual acuity remained the same until a second accident 
more than a year afterwards. Au^st 18th 1891 he was driving a heavily 
laden coal wagon over a light bridge. The bridge broke and he was carried 
with horses and wagon into the culvert. Patient was removed unconscious 
and with a scalp wound 3 inches lon^ in the occipital r^on. There was no 
injury whatever about the face. Three days afterwards noticed that the 
vision in the right eye was markedly worse and that there was some pain 
over that eye. Status presens ; R. E. V=p. 1. Projection with bright light quite 
defective. Incomplete ptosis ; linear scar 2 cm. long extends &om central 
line of orbit outwaras and downwards to Ud; pupil immovable, irregular and 
dilated to 7 mm. No sign of scleral or corneal cicatrices. No tencfemess of 
bulb or congestion of vessels. The iris same color as opposite side. The lens 
is opaque and bul^ equally forward into the shallow anterior chamber. 
There is no dislocation and no capsular rupture. The lens has the appear- 
ance of an ordinary traumatic cataract, with white pearly plates surrounded 
by transparent substance. Its anterior surface seems to project above the 
plane of the iris. Friends now remark his right ** white eye ^ when before it 
was not noticeable and he asks if I cannot remove the blemish. One month 
after the patient was first seen a carefUl examination of the eye can detect 
neither rupture of tiie capsule nor dislocation of the lens. 

But the distant shock may affect the capsule alone or both capsnle 

and lens substance. Becker^ regards the former result as due to a 

separation of the capsule from the underlying lens. 

W. M., rather a delicate boy, aet. 14, was riding in the rear car of a cable 
tram while the latter was running up mtde in a tunnel. A train ahead broke 
oose and collided with the former. Most of the passengers jumped off the 
two trains but the boy retrained behind with a few others and the car in 
which he stood was wrecked. Beyond some external bruises he apparently 
received no other injuries, made his way home without difficulty and said very 
little about the accident. The next day, however, when questioned he was 
unable to ^ve more than a confused account of the affair and the family had 
to obtain a full description of it from other witnesses of the accident. Four 
days atterwards he complained of headache, dimness of vision and seemed to 
be feverish. As his eyesight had always been excellent (patient did clerical 
work in a down town office) the family physician. Dr. C. H. Carter, was 
called in. Drs. Lee and Murphy saw him snortly afterwards in consultation 
when a 3 per cent, solution or atropia sulph. was ordered to be instilled into 
both eyes. I saw him the following evening. The boy was then lying in a 
busy aelirium, unconscious, and with flushed face. Both conjunctivae were 
sligntly injected and the pupils were widely but irregularly dilated. Minute 
exudation-tags bound the ins to the lens in several places, a condition of 

IPatholoffie ODd Therapie des Linsensystems. Graefe und Saemisoh Bd. V, 275. 
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things more marked on the left side than on the right. There were some 
dots of uveal pigment in the medial pupillary field otl)oth eyes. The comese 
were both perfectly clear and there were no traces of injury about the face or 
head, nor, as Dr. Murphy tells me, about the body anywhere. At both 
anterior poles are two cataracts which closely resemble ordinary anterior 
polar opacities and which are mostly confined to the capsule. The left is 
more diffuse and deeper than the right. The fundus cannot be properly ex- 
amined owing to the unsteadiness ot' the patient. Atropine in reduced doses 
(0.50 per cent, solution) to be continued. Three days subsequently the 
jpAtient was qnite conscious, with less fever etc. In botn eyes V=shadow8. 
The anterior polar opacities extend into the substances of both lenses as well 
marked haziness, more pronounced on the left side than on the right, lliis 
lenticular haze is comparable to the opalescent gray tint observed in the eyes 
of old people but does not extend regularly m any direction. There is a 
streak ot vitreous bleeding in the left eye and the fundus is not so well seen as 
in the right eye. The synechiae have all given way but the ciliary and con- 
junctival hyperaemia is more evident. Patientdiedon the 10th day. The autop- 
sy, made by Dr. Louis J. Mitchell, revealed what was thought to be a traumatic 
meningitis. I examined the eyes in situ tt post mortem, 1 he right fundus{yi\\h 
its peculiar post mortem appearance and grayish-white reflex) was well seen. 
The anterior opacity and the isolated dots of pigment in the right eye showed 
much as they did at the last examination made during life. It was quite dif- 
ferent, however, with the left eye where the reflex was almost dark. Here, 
whether or not it was due to the whiter background or to an increase of the 
bleeiling I cannot say, but the vitreous hemorrhage appeared to be nearly 
twice as large as before, while the lens was hazy throughout and at the pos- 
terior pole there was also a circumscribed opacity. I was not able, nn fortu- 
nately, to complete this history by a microscopic^ repoit. 

This ease is almost an exact counterpart of Beckers ^ which I venture 
to copy. 

A railroad employe was cutting icicles from the entrance to a tunnel when a 
piece of ice fell and hit him in the right ocular reigon. The pain was not very 
great but as his vision was somewhat disturbed he applied, after some daj's. at 
the clinic where with the exception of vision nothing M abnormal — neither 
external wound, nor dislocation of the lens nor capsular tear— was found ex- 
cept rupture of the choroid. The latter was rather central but not large. 
Patient presented himself from week to week and furnished an opportunity to 
observe, in the third week, the gradual setting in of an anterior polar cataract. 
This slowly took the same form that one sees in the posterior polar opacity ac- 
companying peripheral injuries to the lens. After it had reached the size of a 
moderately dilated pupil it remained stationary'. Patient passed from obser- 
vation after a year. 

Cataract due to immediate rupture of one or both capsules, to dislo- 
cation, or to tearing of the zonula, as well as those opacities showing 
themselvecs months after indirect injuries have been styled concussion 
cataract but 1 am not disposed to include them in this category. I have 
elsewhere^ published a ca**e where rupture of the capsule of both lenses 
wa^ brought about in apparently healthy eyes by pleuro-pneumonic 
cough, while similar and equally interesting instances resulting from 
other forms of concussion are on record, but evidently in these cases 
contact of the aqueous with the lens mass is the important factor 
and not the damage to the lens^>rr i<e. In the same way the late cloudi- 
ness following dislocation is produced hy interference with the nutrition 
of the lens. 

U^raefe u> Saemisch, L c. 

2Montreal Medical Journnl, Angu^^t, 1H9I. 
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Very little has been advanced to explain these cases. In Becker's 
Anatomy the consideration of all forms of traumatic cataract is pur- 
posely omitted. All who have written about this matter refer the cau- 
sation of concussion cataract to one or other of three standard causes : 
{!) invisible rupture of the capsular integrity ; (2) separation of lens 
and capsule, and (3) interferance with the nutrition of the lens. The 
first alleged cause may be dismissed as not proved, the second is prob- 
ably not the cause in those cases of cataract from concussion where the 
body of the lens substance is affected, while the third cause is admitted 
to operate so slowly that it cannot explain the early appearance of the 
opacity. 

It seems to me that in cases like that of D. C. (Case 1) we can only 
explain the appearance of the opacity by supposing such a commotion 
of the lens substance within the capsule that the molecular arrange- 
ment of its epithelial contents had been so disturbed as to actually in- 
terfere with the passage of light through them. We have a somewhat 
crude but, it appears to me, quite relevant illustration of this in the 
opacit}' of ground glass, scratched ice, and in the polarization of light 
in passing through bodies otherwise perfectly transparent. 

It may be objected that this is taking a too purely physical view of 
the matter but, after all, it is chiefly in its fibre-arrangementy or rather 
perhaps in the relation which this arrangement bears to the air spaces, 
fat cells (or other intra-cellular collections) and watery globules that 
varieties of the cataractous differ from the transparent lens. It is rather 
from the arrangement of these differing refractive media than from 
their inherent opacity that cataract results. 

As DeWecker* points out, the claim for cataract arising ** (Tune dm- 
pfe commotion dn crUtnlliue'*'^ rests also upon " /ft* eHHuin de maiuration 
qtt^on a eiderprb* dan** cej* dernier temps [et etleft] plaident abmlumetit en 
Javeur de pareilh production,'' Admitting that Forster's operation 
acts by destroying the intimate union existing between the lens and its 
anterior capsule why should the opacity spread to the deeper portions 
of the latter unless we suppose that the relation of the fibrillse to one 
another have undergone change ? 

Finally one may claim the right to speculate about the physics of 
concu^ion cataract until a careful microscopical examination of one of 
these rare fonns of disea'*e shall have set the matter at rest. 

*Maoae1 d'ophthalmologie, p. 489. 
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THE JAPANESE HOT BOX THE BEST MEANS OF AFW.Y- 

INO DRY HEAT FOR THE RELIEF OF EYE 

INFLAMMATIONS. 

By Julian J. Chiholm. M. I), 

Baltimorr. Md. 

From the earliest times heat has been recognized as a soothing agent 
for painful surfaces. To bathe a suffering joint in hot water and ex- 
pect relief by so doing, comes apparently from intuition ; hence we are 
not surprised to find Hot Springs noted to health resorts from the ear- 
liest historic periods. In the relief of eye pain heat has long been 
recognized as a valuable factor. Hippocrates to whom we owe so 
much in all the departments of medicine 2300 years ago instructed his 
followers how to apply heat to inflamed eyes and we all use his 
methods. Hot wet cloths, soft sponges squeezed from hot water and 
covered with a woolen cloth prevent too ready escape of the beat ; folds 
of cloth warmed by the stove, small bags filled with hot salt as a warm 
application. These methods were in daily use in ancient Greece as 
they are to-day in all civilized countries. They are local remedies of 
undoubted value. 

How to keep up the heat of a uniform temperature for any length of 
time necessitates unremitting labor on the part of attendants. A hot 
cloth wet or dry soon gets cold, and has to be renewed continually to 
obtain the good results which we expect from heat when applied to an 
inflammed part Experience teaches us that a painful eye will stand 
as much heat as the fingers will bear. In the application of hot wet 
cloths this rule is our guide. When judiciously carried out the fingers 
of the nurse are severely tried by the constant dipping into the hot 
water. Hot poultices for eye disease although very popular with the 
community are very unsatisfactory to the profession. To be useful they 
must be thick enough to retain heat This makes thepi heavy ^nd 
very uncomfortable. 

Two years since when visited by a medical friend from Japan my 
attention was called to a small flat hot box which he told me was in 
universal use in that country as a pain killer. The box was a little 
smaller than the hand in length breadth and thickness. It was slightly 
curved in shape as is the hand when it begins to close so that the con- 
cavity can apply well to the rotund parts of the body. The box was 
made of very thin sheet copper or tin, perforated with a few small holes 
to allow of the admission of air. Over the top was a sliding lid fitting 
accurately into the groove. The metal box was covered vrith colored 
muslin. The heating power was a cartridge, resembling a large 
Chinese shooting cracker. It was made of powdered charcoal firing 
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wrapped in paper. It was about 4 inches long, as large in circumfer- 
ance as the index finger and would bum under slow combustion for 
nearly three hours. One of these charcoal packages when lighted and 
closed up in the box would burn slowly owing to the small amount of 
air admitted through the perforations in the metal and would keep up 
a temperature about 120° Fahrenheit The metal was so thin that 
the box had but little weight These pain releaving boxes are to be 
found in every home in Japan and are in universal use for the relief 
of pain where ever located. 

Hot cloths are so soothing in the relief of eye pains that I determijued 
to experiment with this hot box from Japan. Its size made it a little 
awkward for eye work but I found it nevertheless very efficient. It is 
now one of my most trusted agents for the relief of pain in many eye 
diseases such as iritis, sclerities, corneal ulcers and glaucoma. My 
method of application is as follows : After inserting the lighted fuse and 
the box has become warm I envelop the box in the folds of a handker- 
chief and by the ends of the handkerchief secure it to the head. A 
little loose cotton applied over the closed eye fills up the socket and 
allows the heat to be transmitted directly to the painful organ. The 
handkerchief protects the face from the edges of the hot box. Once 
applied it needs no renewal for two or three hours. 

In many cases the relief of pain is magical. In old persons I have 
avoided the necessity of removing pain&l eyes lost by glaucoma by the 
use of this hot box. Previous to its application the disease had resisted 
both iridectomy and medication local and general. 

The Japanese hot boxes and cartridges can be found at all Japanese 
stores and are also kept by many druggists. They commend them- 
selves for their convenience simplicity, economy, cleanliness and 
efficiency as an application for the relief of pain. I find in them the 
most valuable method of applying dry heat as a remedial agent. 

U4 W. Framkuh, St., Baltimori, md. 



A NOTE ON HYOSCYAMINE AS A MYDRIATIC J.* 
By S. D. Risley, M. D., 

imilDIllG BVBGBOH WILL'S KTI HOSPITAL, FHILADILPBIA.— LROTURIB ON OPHTHAf JIOLOOT, 

mVIYllBSITT OF PKHNSTLYAMIA.— PBOFI8BOR OF OPHTHALMOLOOT IN THB PHILA- 

DBLFHIA POLTOLINIO AND OOLUMB FOB 0BADUATK8 IN MKDIOINR. 

In the issue of the Philadelphia Medical Thnea for February, 1881, 1 
published a preliminary statement on the "Employment of the Sulphate 
of Hyoscyamine for Paralyzing the Accommodation ;" and in July of 
the same year, presented a paper on the "Comparative value of the 
Mydriatics" in which a more extended study was made. 

^Read before the Am. Opthal. Soo., at Washington, D. C, Sept t$9t. 



Digitized by 



Google 



24 RI8LEY, HYOSOY AMINE AS A MYDRIATIC. 

The conclusions in this paper were based upon ninety cases in which 
the hyoBcyamine salt had been used and careful records made of its effect 
on the pupil and ciliary muscle and the results carefully compared with 
those attending upon the like employment of the sulphate of atropine 
and duboisine, and the hydrobromate of homatropine.' 

The preparation used was a white crystalline salt and when placed 
in solution was entirely bland, causing no irritation when instilled in- 
to the conjunctival sac. The salt proved so much superior to the 
other members of the group when employed in those cases of refractive 
error, accompanied by retino-choroidal irritation, and asthenopia that 
during the intervening years, I have employed it in my private practice, . 
to the exclusion of the other mydriatics, except in selected cases, the 
ground of selection being the absence of any marked tendency to ciliary 
cramp, or where the eye-ground was in a fairly healthy state and head- 
ache not a marked symptom. After ten years of additional experience 
in its daily use, I have not found occasion to materially change the con- 
clusions then formulated. The object in the present note is to call 
attention, not so much to its great efficiency as a mydriatic, as to point 
out the cause of certain irregularities in its action. In the paper 
already quoted, the fact that certain preparations of the drug, even then 
in the market, were not trustworthy was foreshadowed in a single case 
there reported, in which the returning accommodation had pursued the 
same course as though the sulphate of atropine had been used. The 
dispensing druggist was consulted regarding the variation and exhibited 
the bottle from which the drug had been dispensed. It bore the label 
of Merck's laboratory and contained an amorphous, semi-fluid brownish 
mass, instead of the crystalline salt, with the action of w hich I was 
familiar and upon which the original observations were based. The 
investigation was not pressed further at that time, but care was taken 
subsequently to procure only the crystalline salt. Of late as the 
hyoscyamine has come more and more into use, I have experienced 
more frequent inconvenience from the dispensing of inferior prepera- 
tions. Not only was considerable annoyance experienced by the re- 
turning accommodation being delayed beyond the normal time for 
hyoscyamine, but very frequently the solutions furnished caused severe 
and protracted smarting when instilled, in some instances so violent as 
to preclude a second application. When this occurred I found that 
the amorphous salt had been used in every instance where I found it 
possible to consult the druggist who had prepared the solution. I 
called the attention of Mr. Frank Morgan, of Philadelphia, to these 
facts and requested him to inform me as to the chemical history of the 
drug. In reply he placed in my hands a mass of literature on the 

2 Vide, Trans. Am. Opb. Soc. 1881. 
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alkaloids of the Solanaceae and a carefully condensed statement which 
he had prepared. From these sources, the following facts, sufficient 
for my present purpose, were gleaned, and which I desire to present as 
a preliminary statement to a more detailed study of the physiological 
properties of these alkaloids when employed as mydriatics. 

I am encouraged to make this brief statement since it seems to fur- 
nish a sufficient explanation of the irregularities observed. 

In the firj*t place the mydriatic alkaloids extracted from the 
solanacese are very complex, chemically considered and when sub- 
jected to appropriate manipulation yield a group differing more or less 
widely in their physiological action although obtained from a com- 
mon source. It would seem furthermore that the method of extrac- 
tion employed determines whether the product shall be atropine or 
hyoscyamine. As found in the market the alkaloids may be placed 
in two classec*, (vide Merck's Bulletins) the first of which would proper- 
ly include those with a simple or homogeneous base, and having a com- 
mon formula — Cn H« NO3 — /. e, isomeric. To this class would belong 
atropine, crystalline hyoscyamine, and hyoscine. In the second clam 
would be included those having mixed bases comprising the simple alka- 
loids of the first class, as they are found mixed in the plants of the natu- 
ral order of the Solanacese, /. e., the Atropa Belladonna, Duboisia Myopo- 
roides, Datura Stramonium, HeojKDlia Japonica, etc. To this class be- 
long the commercial Daturine Duboisine, Amorphous Hyoscyamine and 
Hcopolein. 

From this it appears that, if the simple isomeric alkaloids do in fact 
possess different physiological proi)erties, and therefore different fields 
of usefulness as therapeutic agents, in order to secure this advantage 
from their employment in the daily routine of professional life, only 
the pure or carefully separated alkaloids or their salts should be dis- 
pensed. Since, in using the mixed bases we could exi>ect only to 
secure an effect which would be the resultant of their combined proper- 
ties. In addition to these considerations it has been shown by these 
chemical investigations that these simple bases are liable to conversion 
under certain methods of treatment. The literature of the subject is 
extensive, and confused, largely, in all probability, in consequence of 
ignorance of this possibility of conversion. The discovery of the alka- 
loid hyoscyamine was first announced by Brandes in 1820 but it 
was not successfully separated until 1838 by Geiger and Hesse, and 
later exhaustive studies were made by Ladenburg, 1 879-1 8M4 and by 
W. Will in 1888. The latter in a paper read before the Berlin Chem- 
ical Society in 1888, which was subsequently translated fi)r the Pharma- 
ceutical Journal and Transactions for Aug. 1 888. Hyoscyamine has 
been found in Hyoscyamus Niger, Atropa Belladonna, Dutara, Stra- 
monium, Duboisia Myoporoides and Anisodas Landus. It is isomeric 
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with Atropine and Duboisine, and is therefore ver}' closely related to 
the other mydriatics of the solanacese. Indeed W. Will has shown 
that when appropriate chemical manipulation is employed hyomjamine 
alone can be gotten from Belladonna, which can then be converted 
into atropine by simply heating it to its melting point, or by treating 
it with an alkali, or by heat in the presence of hydrochloric-acid. 
One gram of hyoscy amine in 10 per cent, solution was completely con- 
verted into atropine by one drop of soda solution in two hours. As 
an illustration of the confusion which obtains in the study of these 
products of the solanacese it was claimed that at certain seasons only 
hyoscyamine could be obtained from Belladonna, and at other seasons 
only atropine, but the later studies of Will renders it probable that 
this variation was due to the methods employed in their extraction. 
From this it is obvious that only by great skill in manufacture and 
purification can a true hyoscyamine be obtained, and as a mydriatic 
at least none should be employed but the pure and perfectly crystallized 
salt The painful irritation following the instillation of solutions 
prepared from other preparations — e. g, the amorphous mass, is due 
to the presence of impurities, either resin, coloring matter, or possibly 
Tropine or Tropic-acid ; while the irregularity in the duration of the 
paralysis of the accommodation, and dilitation of the pupil was due to* 
presence of atropine or possibly daturine in the mixed basic salt, a 
fact as regards atropia readily accounted for in the light of Will's in- 
vestigations, by the method of preparation directed in our dispensatory^ 
in which soda is freely employed, and the hyoscyamine therefore con- 
verted, wholly or in part into atropine. 

Although these alkaloids are isomeric it is interesting to note that 
while hyoscyamine has the power of rotating a beam of light to the 
left, atropine possesses no polarizing power. 

We therefore conclude — 

First That for ophthalmological purposes only the pure crystals 
of hyoscyamine skillfully prepared should be employed. 

Second. That in dispensing it the solution should be strictly neutral, 
that only moderate degrees of heat, if any should be used, and when 
filtered this should be done through neutral paper. 

1722 Walnut Stbbrt. 



THE TREATMENT OF TRACHOMA. 
By Jno. Herbert Claiborne. 

MIW YORK. 

Much has been written recently concerning the treatment of trach- 
oma by the so-called method of expression, and many surgeons have 
placed the hall-mark of their inventive genius upon forceps by means 
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of which the granulations occurring in this disease are crushed and 
^kstroyed. Others have been content to rely upon their thumb-ntfit 
io JittaiB the Aame end. It is a stiikii^ £Mt tibal few have pointed out 
with sufficient clearness the indications for the employment of this 
treatment. 

That the treatment of. trachoma by expression should not be ad- 
dopted in all cases must be clear to anyone who is familiar with all its 
phases. That it should be used in those cases where there is something 
to express seems a reasonable proposition. If this method of treatment 
is to be used, it should clearly be restricked to that stage of the disease 
when the granulations are large and numerous and stand separate or 
are coalesced in folds. In this stage the process is subacute or chronic 
and the eye has lost the sensitiveness which is so characteristic of it in 
the acute condition. 

This method of treatment has been used quite widely in this country 
and flattering results have been reported. Indeed it has been claimed 
that cases have been cured in a remarkably short time, reckoned in 
weeks instead of in months. It would be interesting to know the 
subsequent history of these rapid cures and perhaps the master of some 
other clinic might throw valuable light upon them if he only learns 
their antecedent history. The method is of course known and has been 
referred to by foreign writers but it has not attained any such popularity 
in Europe as it has in America. 

If this methodlof treatment is to be employed in the name of humanity 
let it be employed under the influence of a general anaesthetic If one is 
to judge fi*om the mildest of astringents to the employment of the actual 
cautery and absolute expression, we can read the history of therapeutic 
fashion. The persistence and tenacity of this disease is something well 
known. I have however heard a German surgeon remark that he cured 
all the cases of trachoma that came under his observation with a 2 per cent 
solution of nitrate of silver. A sojourn in the metropolis of this country 
and some experience with Heberman trachoma would modify his opinion 
and widen his experience. Up to the present date the sulphate of cop- 
per applied in the form of the solid stick seems to have held its own 
better than any other form of treatment and has given on the whole 
the best and most permanent results. At least six months, however are 
necessary for a complete cure in a severe case by this method and this 
tardiness has been the excuse for many of the substitutes that have 
been tried as short roads to reach the same end. I cannot refrain from 
expressing myself by the outcries of the patient and the incontinent way 
in which he makes his escape after the employment of this treatment 
under cocaine, the method is both barbarous and inefficient ; barbarous, 
because it subjects the patient to unnecessary pain ; inefficient, because 
it induces him to bear the ills he has rather than to subject himself 
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again to such treatment. I have yet to see a patient who would return 
for the second expression without general anaesthesia. 

It fulfills the indications of a classical treatment for a patient to be 
cured, quickly, safely and happily. If expression can be shown by the 
majority of intelligent experience, to fulfill these demands, we shall 
have a classical method of treatment. But no man need be a patriarch 
in ophthalmology to have lived through several eras of treatment of 
trachoma. 

Instead of expression in those cases of trachoma in which the first 
spawn granulations exist, I am accustomed to use the actual cautery 
and I prefer the platinum probe heated over a spirit lamp to the more 
severe and long continued heat of the galvano-cautery or Paquelin^s 
cautery. 

The time at which this method is employed is an important factor in 
the treatment. It should only be employed, I am convinced, after all 
the acute febrile symptoms and signs in the lids have disappeared. To 
use it in the acute stage of trachoma when there is profuse lachrymation 
and secretions is an error. At first ice cold applications by linen 
pledgets and ice water lavage should be used. A salve should be pre- 
scribed for constant use on the edges of the lids to prevent the secretion 
from excoriating the lid and cheek and an occasional drop of a 4 per cent, 
solution of cocaine may be instilled to ease the discomfort. The cocaine 
should be discontinued as soon as the acute symptoms subside. The 
frequency with which the cautery can be applied depends upon several 
factors ; the morale of the patient and the resistance of the eye. Some 
patients will admit of an extensive application of the cautery every two 
days for several applications in succession. Others permit of it once a 
week or more infrequently. 

The restrictions I believe are chiefly morale ones, for, according to 
my experience the eye recovers from the attack in twenty-four hours, if 
ice applications be made with eflBcency immediately afterward. I have 
not found it necessary to use cocaine in dispensary and hospital 
patients. They have frequently told me they suffered no pain even 
when cocaine has not been used. There is a mild explosion when the 
ball of the probe is laid upon one of the granulations ; this causes a 
slight start in the patient when he is unused to the treatment, but I have 
never observed any other indication of discomfort in patients during 
this treatment as long as the probe is applied to the granulations, never- 
theless, I consider it a good precaution to use cocaine. I think the 
probe should be applied to each granulation separately and that it 
should not be drawn along the conjunctival surface. By the non-ob- 
servance of this rule I am sure unpleasant results have been obtained 
— viz : the causation of cicatricial contraction in the mucous membrane 
of the lid. This I am aware, has been said to be one of the unpleasant 
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results from the use of the actual cautery in the treatment of trachoma. 
I feel certain that this result will not occur if the above directions be 
observed. The severe test of the thermo-cautery and the electro-cautery 
distinctly conduce to the formation of cicatricial contractions of the 
lid on account of the destruction which they cause in the tissue that 
lies underneath the granulations. The extent or area which may be 
cauterized at each sitting can best be determined by the surgeon in each 
case. After the cautery has been properly applied a sufficient number 
of times, the granular masses will be found to be destroyed to a level 
with the surrounding tissue and then the advantage that has been 
gained by the cautery has to be held by the daily use of the stick of 
blue stone. This seems to be the one remedy that has successfully stood 
the test of time and exi)erience and while it has never accomplished 
brilliant results it is to-day in all probability recognized universally as 
a safe slow and sure means of curing trachoma. With the com- 
bined action of the actual cautery and the blue stone I question whether 
many cases of trachoma are cured under six months of treatment. 
This is perhaps an average duration of trachoma under the treatment 
of blue stone alone ; yet the relief which is experienced by the patients 
from the destruction of the granulations warrants the use of the cautery. 
The sunmiing up of the above would be the following : relieve the 
a<'ute stage by ice applications and mild antiseptic washes ; when the 
granulations are exuberant destroy them at proper stated intervals by 
the actual cautery. Continue this till the granulations are burned down 
to the level of the surrounding tissue ; hold the advantage thus gained 
by daily applications of the stick of blue stone. 



HOW TO TREAT SIMPLE CONJUNCTIVITIS AND PIRU- 

LENT OPHTHALMIA. 

By Hknry L. Wolfner, M. D. 

OHIRr OF GUN 10 MO. MRD. COM.. OCULIST TO SOUTH SIDK DISPRN8ARY, KTC, ST- L0UI8, MO. 

The method of treating aeute conjunctivitis of which I wish to write 
is not new, as Dr. C. E. Michel read a paper on this subject before the 
Missouri State Medical Association. 

In April 1887 I presented a paper on the same subject to the 
Medico-Chirurgical Society of St. I^ouis and a few weeks later the 
subject was brought up before the St. Louis Medical Society. The 
discussioTi that the paper provoked at that time warrants me in bring- 
ing it again to the notice of the profession. 

There is no doubt in my mind that the present mode of treating 
acute conjunctival inflammations is barbarous and should be discon- 
tinued. The patients are made to suffer, in some cases agonies and 
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the duration of the disease prolonged. The cause of chronic conjunct- 
ival troubles can frequently be traced to the prevalent method of 
treatment. 

The latest books recommend : 

Nettleship (edition 1887) page 109. Speaking of catarrhal ophthal- 
mia says: "Any mild antiseptic lotion will cut it short, nitrate of silver 
(gr. i-ii to 5j) being best." And of purulent ophthalmia p. 104: "The 
essential measures are — (1.) Frequent removal of the discharge by 
the fiee use of weak antiseptic or astringent lotions (F 3, 19, 20, 23, 
28, 29). Every hour, day and night, the lids are gently opened and 
the discharge removed with soft bits of moistened rag or cotton wool ; 

or a syringe or irrigation apparatus may be used Many surgeons 

greatly prefer weak nitrate of silver (F3) to all other remedies. Strong 
solutions of nitrate of silver, or the mitigated solid nitrate (Fl and 2) 
are of great service in shortening the attack and lessening the risks, 
and, whatever other treatment be adopted, they should be used in all 
severe cases unless specially contra-indicated. A ten or twenty grain 
solution is brushed freely over the conjunctiva of the lids, everted as 
well as possible, and freed from discharge. If the mitigated stick is 
used more care is needed ; and to prevent too great an effect, it is to 
be washed off with water, after waiting about fifteen seconds,'' Ac. 

Geo. A. Berry in the treatment of acute conjunctivitis advises the 
following, page 31: "The local treatment should consist in the fre- 
quent bathing of the eyes with some weak non-irritating antiseptic 
lotion, such as boracic acid (1-50), or corrosive sublimate (1-5,000 or 

1-10,000) When there is much discharge, nitrate of silver in solution 

(5-10 grains to 5j) should be applied to the everted lids once daily or 

every second day No other astringents should be used during the 

acute stage, as they only tend to keep up the inflammation and make 
it chronic." In purulent ophthali^iia he recommends to begin with 
ice compresses frequently changed and frequent washings with sub- 
limate solution 1-5000. "As soon as the upper lid can be everted with- 
out too great difficulty an application of a solution of nitrate of silver 
(5-10 gr. to 5j not stronger) should be made once or twice during the 
twenty-four hours, with the object of restraining the discharge and 
diminishing the risk of subsequent inoculation of the cornea," Ac. 

Specimens of this sort could be multiplied by the dozen, but from 
these it will be seen that the habit of using astringents, antiseptics and 
germicides for the cure of acute and purulent conjunctivitis is almost 
universal. 

There certainly must be some reason for the general use of the 
agents named and I have tried my best to find one better than 
"my patients get well under this treatment," and this is no reason 
at all. 
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We all know that formerly typhoid fever patients were bled daily 
and that some of the old practitioners had excellent results from this 
line of treatment. Patients were constantly salivated to cure periton- 
itis. Toothache was a positive indication for the extraction of a tooth. 
Although statistics show that in spite of the bleeding, typhoid fever 
patients got well ; that peritonitis was relieved in spite of the salivation 
and tremendous doses of mercury ; that the patient certainly recovered 
from his toothache when the tooth was lifted out of his head, still no one 
would consider it good practice to-day, to bleed for typhoid, salivate for 
peritonitis, or extract a tooth for a slight pain. 

From all the foregoing I simply want to show that the mere fact, 
that patients recover while being treated according to a certain method, 
is not proof positive that the agent employed really cured or assisted 
in the cure of the disease. 

Simple conjunctivitis is not a serious trouble, it is a catarrhal 
inflammation of the conjunctiva and in the majority of cases the annoy- 
ance to the patient is so slight, that he will not consult a physician. 
The layman says " he has a cold in his eye " and that a few applications 
of raw beef, scraped potatoes or cold tea leaves to the lids will relieve 
him in a few days and he is rarely disappointed. The cases that do not 
yield to the cooling applications, are those in which the general health 
of the patient is below par, or he is compelled to use his eyes during the 
attack ; or what happens much oftener he hss an ametropia which keeps 
up the irritation. Then there are certain cases the result of irritating 
fumes or dust, which cannot get well as long as the patient continues to 
be exposed to their influence. 

In the present state of our knowledge it will probably be thought, 
that I am going entirely too far, when I say that I think that all con- 
junctival inflammations, except those caused by direct chemical or 
mechanical irritation, are the result of microbic infection, and it will not 
be long before the specific organism for each variety of conjunctival in- 
flammation, will be recognized. Cold or climatic changes may have a 
certain influence on the vitality of the tissu.es and their ability to resist 
infection, but the exciting cause is always a germ. This statement is 
made to show that I believe in the gferm theory, although I do not be- 
lieve in the use of germicides in acute conjunctivitis. Most ophthal- 
mologists that believe in the germ theory, use antiseptics and germicides 
in the treatment of conjunctivitis and those who do not, pin their faith 
on astringents. 

The main objection to the use of these agents, is the irritation and 
consequent congestion that they cause. The cornea is so sensitive that a 
breath of cold air causes discomfort and a drop of cold water will not 
only give rise to a stinging sensation, but sometimes great pain. Any 
germicide or astringent solution will certainly irritate more than cold 
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water and it i.s really on account of the irritating property of astriugentB 
solutions, that they are used in the treatment of conjunctivitis. The 
weak solution of astringents which is generally prescribed for con- 
junctivitis can certainly have only an exceedingly slight astringent 
effect, but they can irritate. The experiment of pricking, or irritating 
by other means, the mesentery of a frog, will show very clearly the 
effect of astringents and germicides on the conjunctiva. If the mes- 
entery be pricked with a pin, or a drop of astringent solution be placed 
upon it, there will, almost immediately, be noticed a contraction of the 
bloodvessels, so that the tissues appear blanched ; but after a short time 
reaction takes place and the vessels become very much larger than they 
were before. Astringents in the conjunctival sac will bring about the 
same result. There is no doubt but that the immediate effect is a con- 
stringing of the vessels, but the conjunctiva will in a short time be as 
red as it was before the application. Everyone will admit that an ap- 
plication, of even the mildest collyrium, will produce a slight irritation 
and ubi Irritatio^ ibijluxuii ej*f. 

But there is no doubt that patients treated after this fashion do get 
well and the explanation of apparent paradox is very simple. The 
astringent applications irritate the conjunctiva and cornea and in con- 
sequence there is a greater flow of blood to the part** ; the increased 
blood supply brings about an hypertrophy of the epithelium and in 
this manner the parts are protected and the irritants can do no more 
harm. 

The skin covering the palm of a lady's hand is very delicate and 
sensitive. If she attempts to row for an hour, she will find her hands 
red and blistered ; but if she persists in rowing every day and bringing 
about this intermittent irritation and congestion, in a short time the 
epithelium becomes hypertrophied, the delicate ner\'e filaments are 
buried and protected and she can row all day without experiencing any 
great discomfort. The conjunctiva is a mucous membrane and but a 
modified skin and therefore subject to the same changes. 

A slight catarrhal inflammation of no other mucous membrane 
would be treated after the usual manner of attaching acute conjunctivi- 
tis. A slight coryza is not treated by injecting a vast amount of a 
solution of sulphate of zinc or alum into the nose. The patient is told 
to leave his nose severely alone, but to take a hot foot-bath and to 
drink hot lemonade on going to bed and in the morning he generally 
finds himself much better. This same treatment I would recommend 
for acute conjunctivitis and would only add a cooling lotion to be ap- 
plied over the closed lids. A solution of boric acid or plumbi acetat 
and opium in water usually answers the purpose very well. Cold ap- 
plied to the lids will act to a certain extent, as an astringent without 
causing appreciable, if any, irritation ; at the same time if the disease is 
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really due to a micro-orgauism it will hinder it in its growth. 

Ophthalmia neonatorum and gonorrhoea! ophthalmia are both acute 
conjunctival inflammations. Of course very much more violent and 
virulent than catarrhal conjunctivitis, and accompanied by a proftise 
discharge of pus. 

It is the custom in these diseases to use solutions of nitrate of silver 
in varying proportions to subdue the inflammation and kill the gono- 
coccus, which is almost invariably present. A weak solution of the 
same agent, is used in many lying-in hospitals as a prophylactic and 
with markedly good results. The question is, is the weak solution of 
nitrate of silver responsible for the phenomenal immunity which these 
institutions enjoy ? There is no doubt that the silver is death to the 
gonococcus, but the same immunity is enjoyed by other institutions 
using distilled water. The eflTect of the instillations is therefore bene- 
ficial on account of the cleanliness which it enjoins. In all vert exper- 
sentations, and these constitute the majority of all presentations, the 
child cannot open its eyes from the time the head enters the vagina, 
until it leaves it. There is therefore no danger of infection until the 
child is born arid even then it would not occur if the accoucheur took 
proper precautions to prevent it. The precautions necessary to prevent 
infection, are the thorough washing of the hands and face of the infant, 
immediately after birth. It is the habit of most children to dig their 
fists into their eyes, and if the hands and eyelids were clean, they 
could not rub the vaginal secretion containing the gonococcus into the 
conjunctival sac. If the washings are thoroughly done, there will be 
no need of prophylactic coUyria. 

Cred^ method is used because it is supposed that some gonococci 
have found their way to the conjunctiva. If this weak solution of 
nitrate of silver really destroys the gonococci in the conjunctival sac, 
and thus aborts the infection, it would be just as rational to allow a 
patient with gonorrhoea to be careless with the discharge from his penis, 
if he will only instill a few drops, of a 2 per cent, nitrate of silver so- 
lution, between his eyelids occasionally. 

Like acute catarrhal conjunctivitis, purulent ophthalmia is a self- 
limiting disease, provided the patient is in good health ; otherwise the 
disease will last indefinitely. We all frequently see cases in which the 
disease has run its course and the patient has recovered, although ofl^n 
with loss of a cornea, where no treatment was instituted at all. 

If the conjunctiva is irritable in simple conjunctivitis, how much 
more must it be in these purulent affections. It is therefore wrong to 
irritate it still more by using nitrate of silver or any other medicament 
on the conjunctiva. 

These maladies should be treated like acute inflammations anywhere 
else, by soothing cooling lotions ; and the mixture advised for simple 
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conjunctivitis will do very well. The solution should l>e applied cold 
on thin compresses and renewed frequently for fifteen minutes during 
each hour, day and night. Just after the removal of the compress, 
vaseline or any bland unguent should be applied to the lid margins to 
prevent their becoming glued together. This is very important as the 
pus will not cause much irritation if allowed to escape freely ; but if 
pent up it not only causes damage by pressure but it undergoes decom- 
position and infects the cornea, where the epithelium has become 
abraded thereby causing ulceration. Ulceration of the cornea when 
not due to injury caused by the syringe point in washing the con- 
junctiva is frequently due to infection of the bacteria which bring about 
the decomposition of pus. 

I object very much to a practice which is very common and that is, 
the constant application of cloths wrung out of iced water. The appli- 
cation certainly retards the development of the micro-organisms, but 
lowers the vitality of the tissues so that they can not throw off or re- 
sist even the bacteria made sluggish by the cold. This has been de- 
monstrated in the treatment of w ounds. Too strong solutions of ger- 
micides have the same effect. The surgeons seldom use a solution of 
corrosive sublimate stronger than 1:2000 although 1:1000 would more 
likely kill bacteria ; but they have found from experience that if any 
germs escape being killed they will develop very rapidly in the tissues 
which have been robbed from their vitality by the strong bichloride 
solution. Cold Ls an excellent remedy but it must not be too severe and 
must be used intermittently to allow the tissues to recover from the 
shock. 

There is still another point which must be insisted on and that is 
absolute cleanliness. This is procured by pulling the lids apart with 
two fingers, one placed over the brow the other on the cheek, to pre- 
vent pressure on the eyeball and wiping off with a soft clean cloth or 
piece of cotton-wool any pus that will escape. It is not necessary to 
wash out the conjunctival sac, but the nurse is instructed to at once re- 
move all pus that escapes between the lids. 

My connection with the clinic of the Missouri ^ledical College clinic 
during the lafit seven years, has given me the opportunity of treating a 
great number of these cases and my success has been phenomenal. I 
am almost afraid to state that out of about 200 cases of purulent oph- 
thalmia treated during this period, I have had ulceration occur in only 
one instance and that in a case of gonorrhoeal ophthalmia in a man 
whose constitutional condition was certainly far from normal. We 
have had very many cases come to us in which ulcers have already 
formed ; but we have generally had the pleasure of seeing the ulceration 
heal rapidly when this same line of treatment was carried out. 

2236 Washington Ave., St. Louis. 
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SUDDEN ATTACKS OF DIPLOPIA. 
By Dr. George T. Stevens, 

NEW YORK. 

While seeking recently, among hills and streams, the summer relax- 
ation so welcome to the denizen of a large town, diverting myself in 
dragging from the bottoms of rivers rare aquatic plants or searching 
for choice specimens in their only homes on the summits of lofty hills, 
forgetting all the perplexities of professional practice and all questions 
in ophthalmology in the attractive pursuits of natural science, came, 
forwarded from home and by the same mail, three letters which are 
responsible for this brief paper. 

Opening the first, was found a request for a contribution to the new 
ophthalmological journal. How was one who was thus cut off from 
his base of supplies, so far as ophthalmological material was concern- 
ed, to furnish the desired contribution ? While pondering this ques- 
tion I absent mindedly opened the second letter. Gazing abstractedly 
at it for a moment my attention was at length engaged, for there 
was a gleam of a suggestion that it contained a solution of the prob- 
lem presented by the first. The suggestion was reinforced when on 
opening the third letter it was found to be in some sort a repetition of 
the second. 

Here is the gist of what they contained. 

In letter number two, an ophthalmologist of not a little experience 
wrote for advice concerning a case which, he stated, presented features 
quite new to him. His patient had V. \%, with a positive cylinder of 
0.50 D for the right and 1.00 Dfor the left eye. 

"Patient had never used correcting glasses for distance and has 
"had reading glasses improperly fitted. The feature of interest is in 
"connection with the recti muscles. For several weeks there has 
"existed vertical diplopia for near and far points. I find hypertropia 
"12 degrees. A prism 8° or 10° will unite images for a few seconds, 
"then the deviation recurs." Without a direct statement to that effect, 
I was led to believe that the Doctor had found no paralysis of either 
of the eye muscles, and the letter concluded, "Would 3'ou advise 
operation or shall I wait a few weeks and observe results ?" 

The third letter was rather more definite in its data. The patient, 
concerning whose case inquiry was made, had, several months before 
the present condition of aflfairs arose, consulted the Doctor, who found 
a moderate hyperopia of slightly different grades in the two eyes, and 
a moderate degree of esophoria. Glasses for the correction of the 
hyperopia were given, as were also reading glasses, the patient being 55 
years of age. In June last, the patient again consulted the oculist, 
now complaining of diplopia in the horizontal plane, the right image 
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being on the right] side and, when the head was erect, at the same 
height with the other. A prism of 8° would unite the images but 
would not maintain single vision. The Doctor could discover no evi- 
dence of paralysis of the externus of either eye, each eye being able 
to rotate outward freely and apparently to the same extent Ophthal- 
moscopic* examination showed no indication of disease and the pa- 
tient was, except from annoyance of the diplopia, in his usual health, 
which, without any well defined complaint, was not very good. Like 
the writer of the other letter, the Doctor desired advice respecting 
the treatment of his ca^. 

Cases of suddenly occurring diplopia without distinct evidence of 
paralysis of any of the ocular muscles, while not common, are occa- 
sionally met with and are always of much interest. Such cases may 
be the result of simple exhaustion of muscles on which too great a 
demand is made in the correction of inherited heterophoria, or they 
may be premonitions or occompaniments of cerebral or spinal dis- 
ease. The affection is most probably the full manifestation or possi- 
bly an exageration of an original defect, revealed by the fact that 
owing to fatigue of the muscles called upon to correct the natural 
defect, orjto an enfeebled nervous impulse due to a pathological con- 
dition of one or other of the great nervous centers, the two eyes, each 
of which* movingjseparately, is able to perform all the rotations de- 
manded in {health, are still unable to perform the duty to which they 
have long been accustomed, of overcoming an original defect in the 
balancing of the adjustment. 

In illustration, I will give the notes of two cases reserving comment 
on each until both are presented. 

Cask 1. — Mr. C. G. consulterl me January 13, 1888, on account of diplopia 
which had suddenly developed. The patimt was a n.an ot tine physique, 
45 years of age, and a merchant, a man of gcod habits and in apparent 
health except the double vision. 

As a boy the patient had been subject to severe and frequently returning 
attacks of migraine and to tormenting dyspepsia. Othtivis^e he had been 
usually in good health. Eighteen years previous to this jDresent attack he 
had, after an illness from typnoid fever, experienced double vision, from which 
he recovered after a short time. Patient now says that he is unusually weak 
and nervous, and that during the past two years "he has been losing energy 
and ambition. On rising yesterday morning he discovered the double images, 
one of which was nearly m a vertical line frcni the other. 

Vision, ^J* each with Cyl.+l.^iOD. ; reads with cylinder and Sph.-f 1.26 D. 

There was R. hypertropia 8°, esotropia 3°. Boih inir^>ts "v^eie erect and 
remained in very much the same relative position "w ht n the eyes were direc- 
ted in different ways. So far as it could be determined by causing the patient 
to look upwards, there was no paresis of the right superior rectus, nor was 
any restriction to be observed in the movement downward of the left eye. 
Ophthalmoscopic examination revealed no disease ol the fundus. Bv means 
ot prisms 3° each, base down right, base up left, the patient cculd In some 
measure control the diplopia although it was not fullv corrected, ^'uth glass- 
es were ^ven him and he was advised to use sulph. strychnin gr. -^^ three 
times daily. 

Jan. 18th, the diplopia'remains ard the glasKS c'o net correct it. They 
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were made to correct 7° liypertropia when he found them much more helpful. 

Two days later, Jan. 20th, when he awoke in the morning he was delight- 
ed to find that he could unite the images without the help of glasses. He then 
manifested hyperphoria 2° only. On the following day hyperphoria 2^ and a 
month later 2° R. hyperphoria remained. The use of the strychnine was then 
discontinued. In September following he suffered much from neuralgia and 
from buzzing sounds. Examination of the ears did not reveal any condition 
to account for the sounds. 

In November he had hemorrhage beneath the conjunctiva of the left eje, 
over insertion of inferior rectus. The patient was not seen a^ain but dunng 
the following spring he died after a brief illness from what, I have been in- 
formed, was thought to be some cerebral affection. 

A brother, who was, like the patient, apparently a robust man had died 
from convulsions, after an illness of only a few da}s, a lew months before. 

Case II.— While this case is apparently, if not really in the nature of par- 
tial paralysis, it is still not out of place m this connection. 

I nrst saw Mr. J. VV. I. in March, 1887. He then complained that objects 
at which he looked were dim and grew **dark" as he looKetl. He could on- 
ly see by the best light and even when the type was strongly illuminated it 
soon became confused. He said that when he walkeil in a moderate or feeble 
light he was accustomed to holding out his hands in front of him as a guide 
against stumbling over furniture or other objects. In walking, he had a con- 
sUint feeling of going down. His gait was stiff and rather jerky which he 
said was not different from that to which he had been accustomed for many 
years. For a good many years he had been subject to vertigo, attacks of 
which were of very frequent occurrence, and he often lost the course of his 
own thoughts, especially if he were conversing. This mental confusion was 
a source of much annoyance to him. He was subject to some headache, but 
not much. While not feeling, as he forcibly expressed it, "bang up well," 
he was, on the whole in fair health. No dyspepsia, insomnia, pains or aches. 

Examination showed V. right eye, i^J with sph. +0.75 1) , left eye, =fS with the 
sanieglaa<». R. hyperphoria 2^, esonh. 0°, exoph. 0^, exoph. in A. 6°, abd. 7°, 
adduct.35^ 

liii-ected sph.-f-0.75 D. each,'with prism 1° each for R. hyp., lor distance and 
for reading, sph. 3.00 D. with prism as above. 

Nearly four years passed between the first and second visits of the patient. 
He reported tliat after getting his glasses, he had experienced mai ked relief 
from his vertigo as well as from his confusion of vision. He had however 
lost his distance glasses and got other reading glasses. On the occasion of 
this later visit he complained of double vision- xhere was homonymous dip- 
lopia, the image of the right eye being 2° lower than that of the left, and this 
deviation increasing slightly as he l(M)ked up until, when looking upward 
about 10^ there was from 5'' to 8° R. hypertropia. 

The ima^ were erect in the direct horizontal plane, that of the right tilting 
slightly in looking up. 

There was found restriction of temporal rotation of right eye. to the extent 
that the pupil could be carried but slightly beyond the raeilian line. Nasal 
rotation fair but less free than that ot the*^lefD eye. Looking upwards, the ro- 
tation of the right eye exceeds that of the left, recalling the fact that R. hyi)er- 
phoria had been found four years before. The left eye moves freely in every 
direction with no restriction of the action of any muscle. 

In looking directly forward at an object twenty feet distant it is the right eye 
that fixes tfu object wliile the left squinteil inward in an irregular jerking man- 
ner, moving in and out but never out sufticient to induce even apparent paral- 
lelism, the cornea being, for the most part, buried in the inner canthus. 

Occasionally, by an effort he can fix the left eye upon the object, in which 
case the ri^ht eye turns in but not to the extent to which the left deviates 
when the right is in fixation. Thus it happens that the eye with an apparent 
paresis of the external rectus occupied in fixation while it is the healthy eye 
which habitually squints. 

Ophthalmoscope, hyperaemiaof both discs. Vision \% each with Sph. -1-0.75 
D. Reads with Sph.-fS.OO D. 

When the patient looks at any object, as in trying to read, or when he takes 
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an object in his liand, the head, hands and arms were set into an active tre- 
mor. If he is passive, neither looking intently or holding an object by an ex- 
ertion of the hands, the tremor ceases. His voice also had a tremor and he 
spoke in scanning tones. In walking, he goes with a shaking, jerking gate, 
not with the swing of ataxia. He can stand with feet pressed together and 
look upward without losing his balance. Knee reflex much exaggerated. Is 
excitable and nervous. Patient now states that he had a chancre about four 
years ago, that it healed quickly and that he had no trouble from it until about 
a year ago, when he had a sore upon the face. He has been under constitu- 
tional treatment ever since. He denies having had any such disease previ- 
ouslv to the time above mentioned. 

Tfie only treatment of the eyes at the time of this last consultation was the 
application of a cover to the right eye. 

Jan. 23d. He has kept the eye faithfully covered. He says that he is less 
confused and feels better. It is interesting to note that, from some cause, his 
tremors are much less pronounced than at his last visit. His voice is nearly 
natural and his hands and arms do not shake when he looks intently or when 
he reaches for any thing. He still walks with a jerking movement but the 
jerk is less violent than before. All the rotations of the right eye are better. 

March 2d. Patient walks better, speaks better and there is no tremor of 
hands or arms. Single vision looking directly forwards, homonymous diplo- 
pia when looking to the right. 

March 2oth. Esoph. or exoph. 0°, R. hyperph. 2^ exoph. in A. 8°, abduct. 
7°. No diplopia with red glass. Rotation of the two eyes equal, or, tempo- 
ral rotation of right possibly very slightly restricted. Thus the muscular tests 
were almost exactly the same as when the patient was first examined in 
March, 1887. 

March 81st. Muscle responses much as above. Single vision with red 

glass until face is turned at an angle of 30° or 40=^ from the direct line, when 
omonymous diplopia of 2° results. 

May 26th. Rotation to temporal side, right, equal to that of the other. 
The health of the patient is now in every way as good as it was when I fii-st 
knew him, four years ago. The cover is now removed from the eye and glass- 
es correcting his slight hypermetropia and including a prism 1® each for R. 
hyperphor. are substituteti. 
\)ct. 5th, 1891. The patient continues as well as before. 

In all these cases in which persons who having habitually enjoyed 
single vision, suddenly without any apparent cause find themselves 
seeing double, our attention may properly be directed to two classes 
of causes and these two may not be so widely difl^erent as they might 
at first appear. 

1st. In a case of original heteropboria in which the patient, by 
virtue of a strong will and a good control of the eye muscles has been 
able to overcome a strong tendency to deviation, in the event of dis- 
ease, excessive fatigue or depressing surroundings, may suddenly lose 
his hold and the ability to overcome the original defect is not only 
lost but the exhausted muscles may not be able to perform even 
the duty which would have been required under circumstances of 
the best balancing ; and thus we may have, temporarily, a condition 
of diplopia greater than would result from the original deviating 
tendency, were the exact impulse required in orthophoria directed to 
the adjustment-*. 

2nd. Neurologists are familiar with the sudden occurrence of dip- 
lopia in loco-motor ataxia and other degenerative changes of the 
cerebro-spinal-system. Indeed diplopia is one of the very ordinary 
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signs of this class of affections. In the disease known as disseminated 
cerebral and spinal sclerosis, the prominent symptoms of which are 
so well represented in our second case, it is the external rectus that 
is said to be most liable to paresis. 

In many cases in w hich we have evidences of organic changes of 
the nervous centres, the first class of influences above mentioned, 
namely, fatigue, exhaustion and the like, may be and probably is an 
element of great importance in the causation of diplopia. Indeed, in 
the course of an experience running back some years, in which it has 
been my fortune to examine the eyes of many persons who at the earl- 
ier examinations gave no evidence that they were then suffering or 
had suffered from organic nervous changes but who at later periods 
have manifested such changes, my examinations have revealed, not so 
much new conditions of the ocular muscles as exaggerations of original 
defects. This fact has been so repeatedly presented to my mind that, 
placing it with other important facts which the limits of this paper 
do not permit me to discuss, I am prepared to express my conviction 
that the ocular paresis of ataxia and of kindred diseases are, very often, 
the exaggerations of normal defects. For example ; paresis of a supe- 
rior rectus in such cases, most frequently occurs in a muscle whose 
functions have been originally performed under circumstances of pe- 
culiar perplexity and exhaustion. 

In some of these cases, however, the paresis of a special muscle is 
more apparent than real. In our second case, for example, there was 
an inability to rotate the right eye outward and there was homonymous 
diplopia. The ability to rotate the left eye outward and in every 
direction being unimpaired, the conclusion might easily follow that 
we had paresis of the right externus. To such a conclusion I am not 
ready to subscribe. We had in this case, in 1887, R. hyperphoria of 
an important degree and when the diplopia occurred there was R. hy- 
pertropia with some excess of rotation by the right superior rectus. 

The fact that this patient who could not rotate the right eye to the 
temporal side but who could rotate the left to either side and who yet 
used the right eye in fixation, turning the left to the nose in a pro- 
nounced convergent squint, indicates, beyond a reasonable doubt that 
the external rectus was not in a state of paresis and that the fault lay 
in the adjustments in respect to the tensions of hyperphoria. 

It is an important fact that the lateral rotation of the eye is very 
frequently restricted or exaggerated by, or at least in connection with, 
a high degree of vertical deviating tendency. In the case of our 
patient, there was an orginal hyperphoria and later, hypertropia, 
whether this last was a feature of the paretic state or a revelation of 
the original and habitual condition, is in this connection unimportant. 

When the eve had been covered for a time and the tired muscles 
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which move the eye up and down had regained something of their 
usual functional powers, the lateral rotation was restored. 

There is another thought upon which we may only touch but it is 
one which might occupy a prominent place in the attention of neurolo- 
gists, namely, that when our patient's eye had been covered a few days, a 
class of clearly defined symptoms was modified to a surprising extent 
and that the great improvement continues. 

.One case does not establish a principle, but the case here related is 
only a fair example of scores in which a similar result has been ob- 
served. 

In the light of such facts, is it unreasonable to direct attention to 
these inherited mal-adjustments of the eyes as an important class of 
causes not only of functional disturbances but of organic changes of 
the nervous centres ? 

We have opened in this brief discussion a topic of weighty impor- 
tance and of great extent Here we can do no more than suggest the 
topic. 

But the question of our correspondents, to which we started to reply, 
"Would you advise correction by an operation or would you wait ?", 
has been answered in what we have already said. The appearance of 
diplopia in a patient who has been accustomed to single vision does 
not call for operative interference until all the facts are known and all 
hope of a restoration by rest and proper attention to the various mus- 
cular tendencies has been abandoned. Then, if an operation Is requir- 
ed, it is not necessarially or perhaps usually, a tenotomy which Ls de- 
manded. 

A suggestion from these inquiries is, that the oculist should not con- 
fine himself in his examination to the single phenomenon which has 
startled his patient. The mere fact that a patient exhibits hypertropia 
of a certain number of degrees or esotropia of a given extent is but 
the beginning of an examination. Every tendency, every rotation, 
everj' action of each eye separately and of the two eyes working to- 
gether and every physical fact in the patient's present and past history, 
must make a part of any examination which is to be of value to the 
patient or credit to the surgeon. 
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EXCISION OF THE MEMBRANA TYMPANI AND NECRO- 
TIC MALLEUS IN FOUR CASES OF CHRONIC 
SUPPURATIVE OTITIS MEDIA. 

By Charles H. Burnett, A. M., M. D. 

KMERITUS PROFESSOR OP OTOLOGY IN THR PHILADRLPHIA POLYCLINIC; CLINICAL PROFESSOR OF 

OTOLOGY IN THR WOMAN'S MEDICAL COLLEGE OF PENNSYLVANIA*, 

AURAL SURGEON, PRESBYTRRIAN HOSPITAL, BTC., 

PHILADRLPHIA. 

This paper givee an account of four cases of chronic purulent otitis 
media, in the first three of which all forms of rational routine treat- 
ment were pursued for long periods before resorting to the surgical 
procedure. In the last case, as long continued treatment of the sup- - 
purating ear, at the hands of other physicians had failed to give relief, 
I at once resorted to excision of the remnant of the membrana and 
carious malleus. The caries of the malleus was not recognized, though 
it was suspected before the operation in the first two cases. It was 
known to exist in the last two before the operation. In all of the 
cases the patients were etherized and the ej»x illuminated by the electric 
head-lamp during the operation. The cases were all in the private 
practice of the writer. 

Case 1.— Mr. VV. N. R. age 30 years was first seen April 11th, 1889, ineon- 
sulUition with his physician. The patieut was in bed where he had been for 
some days. Jt was stated that he had had chronic purulent discharge from 
the ri;^ht ear since childhood, but that nothing had ever been done for it. 
Four days previous to the consultation he was suddenly attacked in the street, 
with nausea and dizziness attended with a sudden discharge of bloody serum 
from and pain in the ear. Tne hearing was reduced to zero; the tuning 
fork on the vertex was not heard in the aflfected ear; the Eustachian tube was 
pervious to valsalvan inflation. Examination of the ear revealed a large 
perforation in the membrana flaccida, covered by a polypus. The malleus 
was maintained in an upper posterior white remnant of the thickened mem- 
brane. Anteriorly, stretching from the anterior portion of the annulus 
tympanicus to the promontory over the tympanic mouth of the Eustachian 
tube, was a thick, red, denuded and secreting diaphragm, perforated in its 
centre, through which air, and a little mucus would pass upon valsalvan in- 
flation. 

Treatment. The ear was at once regularly cleaned and antisepsis main- 
tained by injections and instillations of caibol'ic acid solution (2.50 percent). 
The vertigo gradually ceased in ten days after I first saw the patient, and lie 
was able to leave thehouse. The polypus was then removed by a wire-snare 
without pain or hemorrhage and the pedicle touched with a minute quantity 
of chromic acid. A powder of iodoform and boric acid (1-7,) was insufflate<l 
into the ear, and antisepsis maintained for some weeks by insufflations of 
this powder and injections of the carbolic acid solution named above. The 
discharge diminished and the i)olypus did not reappear. 

Upon sudden motion and muscular exercise as at lawn-tennis, the patient 
would feel considemble dizziness and he therefore desisted from the game for 
some weeks. By July 1st two months from the time of the first examination, 
the discharge from the ear, had become ver\- sliglit and the patient went on 
a journey for two months, usin^ during thisltime daily instillations of alcohol, 
but no syringing. By September 1st, when the patient returned from his 
vacation the discharge was slight, but offensive in odor, coming from the 
attic of the tympanum. However the use of peroxid of hydrogen and 
antiseptic injections with the tympanic syringe into the attic space several 
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times a week failed to check tlie punilency. Neither these, nor careful, 
antiseptic instillations bv the patient every day at home, continued for months, 
succeeded in checking the annoying and ill-smelling discharge. 

Necrosis in the attic was suspected and the opemtion subsequently revealed 
it, as the cause of this obstinate discharge. Therefore on June 17th, 1890 
over a year from time of the first examination, the patient was etherized, and 
the remnant of the membranatympani with the malleus was excised. The 
hemorrhage was inconsiderable. The head of the malleus was partly des- 
troyed bv necrosis. Dense svnechial bands were attached firmly to the 
neck of the malleus and granulations covered the inner surface of the mem- 
brana tympani. A probe passed into the attic ixjvealed an ample s^.ace 
without trace of incus or stapes. There were some granulations in the 
attic, which were broken up by the probe. Antisepsis by means of per oxide 
of hydrogen and a solution of carbolic acid (2,50 per cent.^ preceded by 
syringing twice daily was kept up by the patient at home. The discharge 
tJegan to diminish greatly now that necr6tic tissue was removed and drain- 
age improved and m a few weeks the antiseptic treatment was applied only 
once daily, then every other day as the discharge diminished and finalh' only 
when the discharge was perceived in the ear, which occurred at longer and 
longer intervals. By March 7th, 1891 the ear was entirely free from sup- 
puration or discharge and has remained so. The attic space is dry and white 
and the diaphragm m the front part of tympanic cavity is pale pink and drv, 
being covered with epithelium. Air passes through the perforation in it, 
without mucus. 

The attack of vertigo, pain aiid discharge of bloody serum from the 
ear which first lead the patient to give serious attention to his running 
ear, was due in the writers opinion, to an irruption of the chronic pur- 
ulent disease into the vestibule through the oval window. This would 
cause the sudden vertigo and pain, and the presence of the polypus, which 
bled readily, would stain the serum which had escaped from the 
labyrinth. The cure of the discharge in this ease, due entirely to the 
operation proved a great benefit to the health of the patient. 

Case 2. — Helen S., aged fourteen years, a full blonde who has not yet 
menstruated, was brought to me for treatment, May 5th, 1890. Her father 
stated that his child had been afflicted with chronic" purulent dischargee from 
the right ear, for five or six years. The disease nad come on originally 
without any known cause, and had seemeil to vary with the child's health, 
especiallv Being worse with a cold in the head. Periods of six months had 
elapsed during these years, without any discharge from the ear. Several 
years ago following an attack of ear pain an abscess formed behind the ear 
and was opened by a well-known surgeon, giving vent to considerable pus. 
The treatment of tfie ear had been done at home and consistetl in instillations 
of solutions of boric acid and latterly in insufflations of boric acid powder. 
Examination of the patient revealed a sunken cicatrix, behind the auricle over 
the region of the mastoid antrum. The membrana tympani was sunken and 
macerated by a little pus at the fundus of the canaf and there waa a per- 
foration in it, below and in front. There was a small polyp attached to an 
exostotic elevation near the upper posterior quadrant of the insertion of the 
membrana tympani. The hearing was reduced to one inch for a larye tuning 
fork, />er aery and for isolated words, to about six inches. The polypus was 
removed by the wire snare and its pedicle touched with a little chromic acid. 
Boric acid*^ was then insufflated and antisepsis maintained by occasional 
svringing and daily instillation of a bichloride solution,* for three weeks; but 
this treatment seemed to increase the discharge. 

Knowing of the long treatment with boric acid and also perceiving that 
the same treatment at my hands, seemetl to make the discharge worse and that 



^Bichloride of mercury >» grain; Tartaric acil 10 /rains; Water 3 ounce? . 
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the perforation in the merabrana tynipani was too small to permit good 
drainage from the tym{)anie ca\ity with its swollen mucous membrane, nor 
the entrance of medication to the diseased dnim cavity, I proposed excision of 
the membrana tvmpani and the malleus. The patient was etherized, June 
llth, 1890 and tliemembrana and the malleus were excised. Granulations 
were found blocking the drum cavity, on the promontory and on the inner 
surface of the membrana tvmpani. The hemorrhage was considerable and 
the operation teilious on this account and also as the malleus was adherent 
to the inner wall of drum cavity. 

The head and neck of the malleus were not necrotic but granulations were 
attachetl to the neck. The lower end of the manubrium was destroved by 
necrosis. The incus could neither be seen nor felt. From this time t*he dis- 
chargee became verv slight, not enough to appear at the meatus. Antisepsis 
was kept up by iodoform and boric acid powder (1-7) and a syringing every 
few days. In'^two weeks the hearing was found to have advanced from Un 
inch€5 to four feet. During the following two months the ear was syringed 
once or twice a week with alcohol and water (half ounce to the pint). In 
September, three montlis after the operation the ear was found to discharge 
with a cold in the head but to be quite dry in the interim. 

Since that time, /. e, for a year, the ear has generally been entirely dry 
part of each month to begin again to discharge. The discharge seems 
to come from the eustachian region, the anterior part of the inner 
tympanic wall being red and granular at times. The upper posterior 
part of the dnim cavity is dry and white as is the front part of the 
cavity, part of each month. Air is forced from the eustachian tube by 
valsalva's inflation. As the menses have not been established, the 
patient being in her fifteenth year, the alternating conditions in the 
drum just mentioned suggest a vicarious action. At present the treat- 
ment consists in daily instillations of {>eroxide of hydrogen, then 
syringing with salt and water (5 per cent.) and then an instillation of 
a solution of sulphate of copper (grj to f5j). The hearing is at present 
ten feet, measured in the presence of the father. 

Ca.'^e .S.— Miss F. D. age-tS years, has been annoyed with suppuration in 
the left attic for years, the discharging pus coming from a perforation in the 
membrana flaecitla. the rest of the niiuibrana tympani bein^ normal. At 
times there would ba collections of cholesteatomatbus scales in the attic, which 
would stop the perforation and mechanically check the discharge. This was 
invariably attended with pain, disagreeable head symptoms and depression 
of spirits. The hearing diminished to nothing. I had seen the patient at 
long intervals during ten years previous to her visit to me in April 1890. She 
then stated that she hatl been annoved for some months by a slight offensive 
discharge and that she had removetf some flakes (cholesteatomatous) from her 
ear. Ljitterly the ear had grown sore and painful and there was some 
dizziness. 

She had heard of excision of the membrana tympani and aske<l to have it 
performed on her, if I advised it. Examination revealed a large perforation 
mvolving the membrana flaccida and the segment of Rivinus, in which a 
large, tough whitish plug was seen protruding from the attic space. Some 
of this was picked away and some more worked its own way from the per- 
foration, after instillations of a solution of bicarbonate ot soda, glycerin and 
water. The discomfort in the ear ceased and it was now seen thai the attic 
space was entirely clear of any ossicles, but its mucous membrane was rough 
and granulating.' The membVana vibran with the manubrium was seen to 
form with the inner tvmpanic wnll. a pocket. Cholesteatomatous masses had 
collected here probably at each attack of pain and dizziness. The hearing was 
nil. Therefore the patient was etherized May 7th, 1890 and the membrana 
tympani with the manubrium mallei was excised. 
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The hemorrhage amounted to about half an ounce. The membrana tym- 
pani was very n^uch thickened, its outer surface white and its inner surface 
covered with granulations, as was also the mucous membrane on the prom- 
ontory'. The head, neck and short process of the malleus were destroyed by 
necrosis. A little iodoform and boric acid powder was blown into the ear 
and the ear let alone for a day or two. By May 19th twelve davs after the 
operation the ear was entirely dry ; the mucous membrane ol" the dram 
cavity dry, pink, and shining. Hearing=12 mches for isolated words. 
June 6th, hearing=18 inches, isolated words. The ear has remained in this 
healthy condition to the present time. 

When this case came to me in April, there was and had been for 
some time numbness in the tongue on the left side and a subjective 
metallic taste. This continued for nearly six months, gradually dim- 
inishing and finally disappeared. It was doubtless due to severance of 
the chorda tympani, by the same process as destroyed the incus and the 
head and neck of the malleus. 

Case 4.— Mrs. S. of Idaho, 35 years old consulted me July 14th, 1891 for 
chronic purulent discharge from the right ear, and deafness. She is affected 
with chronic catarrh of the middle ear on the left side. She had scarlatina at 
four years of age, since which the right ear has discharged. This ear has 
been treated in some way, by other surgeons, within the last few years. The 
patient has always worn cotton in her ear. Examination revealed a large 
central heart-shaped perforation in which was the stump of the malleus 
round and red, looking like a polypus. The probe revealed necrosis of the 
lower end of the hammer handle. Hearing in the right ear=6 inches and in 
the left ear=l8 inches. lat once advised excision of the membrana and necro- 
tic malleus and the operation was performed, with patient under ether, July 
17th, 1891. 

The malleus handle was found destroyed 'by necrosis as far up as the short 
process. The articular surface of the head of the malleus was carious. 
No trace of incus could be found and the caries of the malleus-head leads to 
the supposition that the incus had been destroyed by the same process as in- 
volvea the malleus-head. Immediately upon recovery from ether the patient 
heard sounds and voices in the room and in the corridor of the hospital private 
room, previously unheard in the right ear. Examination the day after the op- 
eration, showed the hearing to be 18 inches for isolate d words, in the right ear. 

The discharge was slight and largely mucous, in its nature. The patient 
was directed to syringe the ear once dfaily with salt and water (5 per cent.) 
artd to instill ten drops of the peroxide of hydrogen into the ear. 

On August 4th the hearing was found to be two feet for isolated 
words in the right ear, being now a better ear than the left one. 

September 9th 1891. The hearing is six to ei^ht feet for isolated 
words in the right ear and there is no discharge. 

In the first case the suppuration was checked in nine months. The 
hearing was not improved. 

In the second case the discharge has not yet been checked, aft^r the 
lapse of more than a year since the operation. The hearing however 
has been improved, rising from six inches to four feet, in two weeks 
aftier the operation, and is ten feet for isolated words at the present time. 

In the third ease, attic suppuration, the discharge and cholesteatoma- 
tous collections were checked at once and there has been no return. 
More than a year has elapsed since the operation. The hearing has 
rl^n from nothing to two feet. 
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In the fourth case the discharge has been checked in about two months 
and the hearing has risen from eighteen inches to six and eight feet. 

The improvement in hearing whenever it has occurred in the 
foregoing cases is certainly due to the removal of obstructions to the 
entrance of sound waves into the middle ear. Since the operation they 
have been falling quite directly upon the stapes and the oval window. 

The progressive improvement in hearing noted in all of them is due 
to the gradual overcoming of an ankylosis due to long disuse of the 
stapes from faulty articulation or discontinuity in the diseased ossicular 
chain. 



DEAFNESS THE RESULT OF THE POISON OF SYPHILIS ; 

its treatment by muriate of pilocarpin in acute syphilitic 

and labyrinthine disease op the internal ear ; auso 

its use in chronic disease of the ear with 

labyrinthine symptoms. 

By Laurence Turnbull, M. D., Ph. G., 

ACSAL SURGCOK TO THE JBFFEBSOH MKOIOAL OOLLBGR HOSPITAL, BTO., PHILADELPHIA, PKKX. 

' The number of cases of syphilitic diseased of the ear are much less 
numerous in the United States than in Great Britain or on the Conti- 
nent This fact we have proven by repeated visits and examinations 
of hospitals and clinics, both public and private, of Europe. We also 
quote the cai eful observations of one of their most distinguished sur- 
geons. Dr. Dai by, who states in the London Lancet: "Next to scarlet 
fever, inherited syphilis may be reckoned as the most fruitful cause of 
deafmu-tism." 

In the United States, in a practice extending over many years, in a 
city of eight hunvlred and fifteen thousand inhabitants, the proportion 
of cases of syphilitic disease of the ear is about sixteen in one thousand, 
while in our public clinics at Howard and then at Jefferson College 
Hospitals the number shows a decrease as compared with our private 
record. This fact is in part owing to the greater amount of care and 
time given to the private histories of the cases in our private record, 
which includes investigations into heredity, etc. The same facts are 
proven by reference to the statistics of the institutions for the instruc- 
tion of deaf mutes in the United States. By examining their reports it 
will be found that the largest number of non-congenital deaf mute cases 
are placed under scarlet fever, spotted fever, a low form of epidemic 
typhus ; then follows in order of frequency cerebro-spinal meningitis, 
etc. This, however, may arise from the fact that very few of the super- 
intendents are medical men, and therefore are not always competent to 
judge of the histories accompanying the pupils, which they often re- 
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ceive, not from the family phpiciau, but from parents, guardians or 
friends, who should have referred them to the attending or consulting 
physician. 

History. — As early as June, 1853, Wilde of Dublin, published the 
most distinct account of syphilitic affections of the ear in his work on 
Diseases of the Ear ; but he unfortunately dwelt too much on the local 
manifestations occurring in themembrana tympani and of the tympanic 
cavity, while he neglected to note the conditions of the nervous element. 
The same syphilitic pobon which produces alternately an affection of 
the eye and ear was termed by Sir William "an inflammatory affec- 
tion." In the work of Joseph Toynbee but little information is given 
concerning syphilitic affections of the ear, but this was remedied in the 
edition issued in 1868, with a supplement, by the late James Hinton, 
Aural Surgeon to Guy's Hospital, because he states that more than one- 
twentieth of the aural out-door patients present the now familiar as- 
pect of hereditary syphilis, and have, in every case he has met with, 
suffered from impaired vision before the deafness has arisen. He fur- 
ther observ^es ; "I know^ no other affection, except fever, which in a 
person under twenty brings on deafness so rapid and so nearly com- 
plete." In the course of a few weeks, a patient, previously hearing 
w^ell, will without pain or known cause, become unable to distinguish 
words. Perhaps her eyes which has been long inflamed, have about 
the same time become better. On examination it is foimd that a tun- 
ing fork placed on the head is heard for a very short time, or not at 
all ; the meatus is not always free from wax, the membrana tympani 
looks somewhat white and rough — it may be flat or concave, but it 
generally has a dried up white look. The Eustachian tubes may or 
may not be pervious. From the symptoms, however, it is evident that, 
as in the case of the eye, both the conducting and the nervous appara- 
tus are liable to be involved in this disease. The peculiarly harsh 
sound produced by passing air into the tympanum suggests the pres- 
ence there of rough, rigid lymph, and total deafness proves that the 
labyrinth has suffered. 

DiAGNosiH. — Often at a glance and with a brief history of the pa- 
tient, the syphilitic afiections of the skin of the external ear, sofl pal- 
ate, tonsils, or pharynx are recognized, when associated with a dull 
pain in and about the ear, and pronounced tinnitus. If we find recent 
ulcers of an excavating nature, with everted edges, in the mucous mem- 
brane, or extending to the osseous walls, also necrosed bone, from the 
septum ; spongj' bones, or the floor of the septum with a peculiar and 
characteristic odor; this will show a recent attack of the disease. 

Should the individual be profoundly deaf, have dry white patches on 
the membrana tympani, associated with radiating cicatrices in the 
pharynx, with swollen, contracted, or even closed Eustachian tubes, 
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loss of perception of sound through the bones of the head, we may be 
almost sure that we have labyrinthine syphilis to treat. In young 
children or half grown persoas, of both sexes, without objective symp- 
toms of middle ear disease, we should also suspect labyrinthine syphilis, 
even, when the primary infection was denied by the parents or guardi- 
ans of such young persons. The diagnosis is confirmed if we find swol- 
len lymphatic glands over the mastoid process. 

Pathology. — The pathology of the various forms of changes in the 
ear, produced by syphilis is a matter of great importance end should be 
dwelt upon. It has been observed that hyperemia exists in the vesti- 
bule at the entrance of the cochlea and horizontal semicircular canals, 
in a case of tympanic catarrh and probably periostitis in a syphilitic per- 
son. In a syphilitic soldier who died of exanthematic typhus, there 
was found considerable hyperemia of the tympanic mucous membrane 
and the membranous labyrinth which appeared to be a good deal thick- 
ened. The labyrinthine liquid was sanguinolent and abundant. 

Myringitis, anchylosis of the ossicles, with adhesive inflammation of 
the labyrinth, with deposits of chalky concretions on the membranous 
semicircular canals and sacs. 

In a reported case of secondary syphilis, in which deafness, annoying 
tinnitus aurium, and osteocopic pains in the skull were complained of, 
hearing was rapidly destroyed. The autopsy showed the external and 
middle ear intact, sclerosis of the petrous portion of the vestibule, and 
small-celled infiltration of the membranous labyrinth, with anchylosis 
of the stapes to the fenestra ovalis. The trunk of the acoustic nerve 
was found unchanged. 

In a new bom child with congenital syphilis both perforations were 
below the manubrium, so that they could not be referred to an arrest 
of development. 

In dissecting the petrous bones in one syphilitic case, there was found 
a congested state of the tympanic mucous membrane on the right side, 
and some old adhesions at the up{>er part of each tympanum, the mem- 
brana tympani very concave, the Eustachian tubes containing mucus; 
each vestibule was much congested. 

The ulcers found with constitutional syphilis are annular and cover- 
ed with a dirty grayish white exudation, and from their edges being 
greatly swollen they cause contraction of the meatus, and when they ex- 
ist the lymph glands in the vicinity of the ear are much swollen. 

The serous catarrh (otitis media serosa) is found with syphilis, and is 
an inflammatory dropsy of the tympanum, of a yellowish red color. It 
is the least common and should not be mistaken for the very simple 
transudation (hydrops ex vacuo) which results from the closure of the 
Eustachian tube. 

Certain changes in the cerebral aiteries have been discovered bv 
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"Huebner and Barlow," and these same changes no doubt occur in the 
arteries which supply the ear, in syphilitic disease of this organ. These 
changes are opacity and marked thickening of the vessel with diminu- 
tion in its caliber. The thickening is chiefly in the inner coat, while 
the outer coat is abnormally vascular and filtrated. "Charcot and 
Gombault" describe a syphilitic lesion of the brain substance, which 
consists in the formation of disseminated small nodules either on the 
surface or at the depth of the nerve centres. 

The ulcers of the Eustachian tubes, in syphilis, which extend from 
the pharyngeal mocous membrane, are much deeper reaching the car- 
tilage itself, and even penetrating its substance. Syphilitic excre- 
scences, like the pointed condylomata, are sometimes seen at the osteum 
pharyngeum. 

Syphilitic mucous patches on the tonsils, when examined under the 
microscope, show the latter to be seated on the mucous membrane which 
covers the gland. The epithelial layers are thickened ; some of the su- 
perficial epitheliae were swollen and vascular ; the papillse of the mu- 
cous corium beneath were hypertrophied. It is to the hypertrophy that 
the prominence of the patches is due. The more profound syphilitic 
lesions of the mucous membrane begin by an induration of the corium 
and of the submucous tissue by deep nodules or gummata, which very 
soon ulcerate. By a carefiil examination it will be found that the 
syphilitic disease aflTects the most vital portion of the internal ear (the 
labyrinth), which becomes thickened in its membranous covering, and 
the fluid which it contains is bloody and increased in quantity. This 
accounts for the profound deafness. Second, we have the semicircular 
canals hyperaemic, with a deposit of chalk concretions on the mem- 
branous portions of these canals, which accounts for the staggering gait 
of the patient, or a tendency to fall. Third, we have alterations in the 
bone structure which contains the most important and delicate parts of 
the ear, the petrous portion of the temporal bone. Fourth, we have 
anchylosis of the stapes and the walls of the fenestra ovalis, so that it 
has no power to move by the influence of sonorous vibrations, which 
are conveyed in mass, and not in musical tones. 

In syphilitic necrosis of flat bones there is a new osseous formation 
which takes place at the edge. The diploe of the bones becomes more 
compact, and upon their external surface small hyperostoses are met 
with. A microscopical examination of the sequestra shows the medul- 
lary cavities of the diploe replaced by very narrow canals, and the 
transformation has taken place in consequence of the formation of osse- 
ous tissue which, being deposited layer by layer in the interior of the 
canals, has narrowed them. The purulent inflammation of both ears, 
with perforation, or evidences of the same, in new bom children, the 
result of congenital syphilis, accounts for many of the cases of congeni- 



Digitized by 



Google 



TURNBULLjDISEASEOFTHEEAR. 49 

tal deaf mutism. The dropsy and changes in the membrana tympani 
account for its white and dried character and appearance. The deep- 
seated ulcers in the Eustachian tube, unless very promptly treat^, 
must in a very short time, destroy the function of this important part 
of the ear, while the pointed condylomata destroy and contract the 
meatus for the reception of sonorous vibrations. 

Prognosis. — The prognosis in these affections of the ear depends 
almost entirely upon the stage at which the person is suffering from 
syphilis, and also the duration of the disease. In primary and seconda- 
ry manifestations much benefit will result from a careful and active 
treatment, both local and general. In the tertiary cases among the 
poor the prospect is unfavorable, while with the wealthy, and even 
those having the comforts of home, proper food and attention, most 
cases will recover if brought to the aural surgeon in the early stage, 
and while the general health is good. 

Treatment. — Condylomata of the external auditory meatus. The 
excrescences are to be touched with nitrate of silver, after which a poul- 
tice should be applied. The subsequent treatment consists in washing 
over the morbid growths with a strong solution of nitrate of silver, every 
second or third day, and in the intermediate time keeping a dossil of 
fine lint, wet with diluted liquor plumbi, applied to the concha ; besides 
the internal administration of Plummer's pill* and sarsaparilla. By 
persisting in this treatment for upwards of two months, the condylomata 
will usually disappear leaving the meatus natural, when the membrana 
t3rmpam will be found unimpaired and the hearing restored. Broad 
condylomata in tjie external meatus occur mostly on one side only, and 
in persons whose ear canals are narrow. They begin in the depth of 
the meatus with red patches which develop into slight elevations (papu- 
lae) and well marked condylomata. 

Mild cases are sometimes cured by cleanliness and constitutional 
treatment alone; severe cases require local treatment additionally, 
namely, abscissions of the prominent excrescences, cautious touching ot 
the deeper ones with nitrate of mercury or silver in substance, and moat 
careful cleansing with a weak solution of iodide of zinc and permangan- 
ate and chlorate of potash. In other cases, in the treatment of condy- 
lomata situated in the external meatus, or on the edge of the membrana 
tjrmpani, or in the throat — the latter being the locality in which we have 
most frequently found them to occur — we employ nitrate of mercury in 
solution of one part to twelve in water applied to the part so as to de- 
stroy not only the superficial covering, but the deeper diseased tissue. 
The parts should be washed with lime water and calomel ; also apply a 
dossil of lint with powdered iodoform and tannic acid to the meatus. 

^Pilulte antimonii oompositfte, U. S. P. 
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Of constitutional measures we prefer the hypodermatic injection of the 
bichloride of mercury, or the biniodide compound solution or biniodide 
pills. 

{fc Red iodide of mercury . . . gr. xvss. 
Iodide of potassium . . . 5j. 5v. 

Distilled water . • . . fjij. 

M. Dissolve and filter, then add simple syrup until the whole meas- 
ures fifty fluid ounces. 

Dose, one tablespoonful, containing one-seventh of a grain of 
the red iodide of mercury, and seven and three-quarter grains of the 
iodide of potassium, may be given three times a day. 

If the weather is cool and damp, care should be taken to have the . 
patient well covered with warm clothing, and he should have a full 
meat diet, avoiding green vegetables or acid fruits, and employing 
tonics to nourish the system. In the treatment of what is known now 
as "Heredito-syphilitic" aflfections of the ear, associated with eye affec- 
tions, to which a reference has already been made, and which comprises 
much the smallest number of cases — ^which are almost all the result of 
the disease being received by the mother and transmitted to the child — 
it is in this class of cases, that almost all of them have some affection of 
the eyes ; in sixteen, six had at one time keratitis, and were liable at 
times to relapses. There cannot be a doubt in our own mind that there 
must be a pathological reflex relation between the eye and the ear. 
This may be through the medium of the trigeminus ; as the following 
cases will illustrate : 

1. — A man lost his right eye by a wound from a fragment of iron producing 
traumatic cataract ; as a result of this accident he became deaf in the right 
ear. He received a similar fragment in the left eye and he became deaf in the 
left ear. He was an alcoholic subject. 2. — A child aged twelve, was struck 
by a snow-ball in the right eye ; he became deaf in the nght ear. Father and 
mother were syphilitic. 8. — A girl, aged eighteen, scrofulous, deaf, and al- 
most blind; multiple lesions of the sclerotic, cornea, and iris, by double iridec- 
tomy siffht was restored to the patient and hearing improved. 4. — A girl, 
agea eight, deaf, ocular lesion ; iridectomy performed amelioration of vision, 
and diminution of deafhess. 

There is a ready connection between the eye and the throat, through 
the duct and lachrymal canal to the nose, along the Eustachian tube 
to the middle ear, and then extension to the labyrinth. In this class 
of cases in children or young persons, if mercury has not been employ- 
ed, a fair careful trial must be made with it, in the form of hydrarg. 
cum creta, with a small quantity of opium, with children, or even calo- 
mel, well guarded ; or by the use of mercurial ointment ; or still better, 
the oleate of mercury by inunction, followed by syrup of iodide of iron 
and nourishing diet. The patient usually states that the dizziness and 
deafness which follow the eye affection are very sudden ; but by careful 
inquiry it mil be found that there was some pre-existing deafness. If 
we have found that the patient has been fully under the influence of 
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the mercurial for a considerable time, then we must resort to the icxlide 
of potassium in large doses, kept up for months, the local treatment of 
the catarrhal deafness must be attended to. For the dizziness, resort 
must be had to the bromides, nux vomica and hydrobromic acid, being 
careful not to induce dyspepsia by their use. 

CONCLUSIONS. 

First, — ^That syphilitic diseases of the ear are less numerous in the United 
States than in Great Britain or Europe, and that it is not so frequently a cause 
of deaf mutism. 

Second,— \vi almost all constitutional syphilitic diseases of the ear in chil- 
dren and young persons it is associated witli some aftection of the eyes, 
throat and" nose. The deafness which ofien follows the improvement in the 
eyes is sometimes profound. 

" Third, — Persons who have suftered from constitutional syphilis, especially 
young persons and children, have gi'eat impairment of conduction of sounds 
through the bones of the head. Even in adults with constitutional syphilis 
the tuning fork in some instances cannot be heard on the bones of the liead or 
face. 

Fourth, — In a few cases the first indication of a diseased syphilitic ear is a 
primary ulcer in the throat, naso-phaiyngeal space, or in the auditory canal, 
or near the membrana tympani. 

Fifth, — Purulent otitis media, or otitis media serosa syphilitica, may occur 
in utero, or in verj' young infants, while in yoiing persons and adults we may 
have congestion of the tvmpanic mucous niembrane from the same cause, 
anchylosis of the bones of the ear, with bands of adhesion in the middle ear, 
by extension from the throat to the Eustachian tubes. 

Sixth, — Syphilitic disease may aflect the most vital part of the internal ear, 
labyrinth, semicircular canals and cochlea, with hypera)mia, marked thicken- 
ing and drvness of the membranes of the round and oval vessels which supply 
the internal ear. There is also a disease of syphilitic nature in the audit ory 
nerve, also the bram itself, in the formation of disseminated small nodules 
within the nerve centres. Tliis form of disease oftheear is most successfully 
treateil by the combined use of pilocarpine and mercury,* also in our more ex- 
tensive experiments, with these agents noteil in this paper. 

Another valuable preparation in obscure syphilitic cases is the following, in 
which the mercury is combined with the pyrophosphate of iron preventing its 
initatingthe rectum, and acting as a tonic in conjunction with the arsenic. 

{fc. Hydrarg. bichlor. . . . . gr. J 

Acid arsen . . . . . gr. j 

Ferri pyrophosphate . . . . gr. vj. 

M. Ft. pil. No. xxiv, S^-one three times a day. 

Care must be exercised in the use of powerful drugs, as there have 
been cases of jarborandi and pilocarpine poisoning. Two cases have 
been reported of poisoning; one from two drachms of the fluid extract 
of jarborandi (which received no antidote), and the other from swal- 
lowing a considerable dose of the fluid solution of pilocarpine used for 
stimulating the hair, instead of a solution of quinine. In both eases 
the symptoms were profuse perspiration and salivation, dimness of sight, 
prostration, a sensation of cold tremor and extreme general debility. 
The treatment of the last pilocarpine case was with atropine, which was 
not employed in time. 

•See jjp.496: Anthor'n Manual of "Diseases of the Ear," for full account of cases, 2d Ed. 
J.B. Lippincott Co.. Phila., Pa. 
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It has been pointed out that pilocarpine could easily be changed into jabor- 
ine, a substance acting like atropine, and Merck even clainieU that jaborine 
was always present in minute quantities in commercial pilocai-pine. And still 
another alkaloid besides pdocarpine and jaborine has recently been obtained 
by Meyer, which he termed pilocarpidine, and described in the Archiv, fur 
experiniintelU Pathologie, 188t), vol. XX, Nos. 5 and 6. Omittino; the cheiujcal 
properties <»f the new alkaloid, which approximate those of^piiocarpine close- 
ly, a writer in the TherapfutU Gazette briefly reviews its principal physiologi- 
cal features as follows: **The action of pilocarpidine is essentially identical 
with that of pilocarpine, only less pronounced. In a cat seven weeks old, 
which received O.Ol gramme of pilocarpidine hypodermatically, the drug induc- 
ed a state of intoxication, which would have been fatal unless speedily coun- 
teracted by atropine. Among the most prominent symptoms of £)oisonin^ by 
pilocarpidine, Meyer mentions increased perspiration and lacrymation, besides 
diarihoea, vomiting and dyspnoea. In rabbits pilocarpidine causes likewise 
salivation and diarrhoua, but does not, even in doses of 0.02 gramme (3 grains), 
susceptibly influence the respiratory and cardiac functions. While 0.01 gramme 
of pdocarpine (1^ grain) produces in a rabbit profound intoxication and 
death. Meyer observed, after the subcutaneous employment of 05 gramme 
(7 grains) of pilocarpidine, no materially morbid symptoms ; even 0.3 gramme 
(4i grains) introduced directly into the circulation caused no intoxication. It 
is nrobable that the innocuousness of the drug results from its rapid decompo- 
sition in the animal organism. In fro^s pilocarpidine showM likewise a 
much weaker action than pilocarpine. Jaboridine (an alkaloid into which 
pilocarpidine is easily changed) has hitheito, by Meyers, been tested exclu- 
sively on the frog's heart, and was found to closely resemble in its physiolog- 
ical properties those of jaborine and atropine, as intimated above. 

Some tenyeai*s ago, the distinguished aurist. Professor Politzer, of Vienna, 
introduced and applied this valuable remedy pilocarpine the active principle 
of the **jarborandi," with success in deafness the result of the poison of syphi- 
lis. This therapeutic remedy was found to produce most active and powerful 
eflksts on all the secretions of the human body except the bile. It was also 
stated to even increase the cerumen of the human ear. Of this latter influence 
there is some doubt, and we have never noticed such results, even when the 
deafness has been improved by the use of pilocarpine, but no increase of ear 
wax. This is our expenence of its use during the last nine years in which we 
have employed it in hundreds of cases. 

Prof. Politzer* reported subsequently success with it* in acute and even chron- 
ic affections of the labyrinth non-specitic. In his later experiments he ffi'adu- 
ally increased the strength to a 2 per cent solution of the muriate of pilocar- 
pine, of which he used From a 2 to 6 drops injection daily. The number of in- 
jections is from 6 to 40, into the forearm. This was used until salivation, 
sweating and incipient vomiting was induced. The depressing eft'ects upon 
the heart, etc., were combated by 2 drops of solution of atropine snip. (gr. \ 
to 2 drachms of distilled water.) Prof. Moss^ of Heidelberg records a case of 
double labyrinthine disease of tne ear after scarlatina, treated with success by 
hypodermatic injections of 2 per cent solution of muriate of pilocarpine. There 
were loud subjective noises. He injected 10 drops daily, and subsequently 
every other day to cause absorption of the fluid ot the labyrinth. 

The following are the physiological ^ects of this remedy when properly 
given and successful in its results. 1 he dose is from 1-20 to"^ 1-4 of a grain, 
used hypodermaticalljr, gradually increasin<j. It produces flushed face with 
full and free perspiration, which continues lor some hours increasingly. The 
patient being in bed and well covered up, there is also some free secretion 
from the eyes, nose, and throat of mucous, and at times nausea and even vom- 
iting. The face is usually flushed and the pulse at first increased, and then 
reduced in frequency ; there is also some disturbance in the action of the 
heart with a feeling as if it arose up into the chest. ^Y\q\s\ says that he no- 
ticed increased secretion of the wax, and he mentions that in all his cases of 
labyrinthine deafness wax is usually absent ; this we did not notice. It would 

lAllgemeine Win. Med. Zeitung, Jan. 20, 1S84. Dublin Jour. Med. Sci., July. 1884. 
2 Arch. Otology, Vol. xiii, Xo?.3and4, lfc84. 
3Brit. Med. Journal, April, 189U. 
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appear to him not improbable that the secrelion of the inner ear should also 
be promoted by injections of the pilocarpine, seeing that the action of all the 
mucous membranes of the body is stimulated. The softening of the inflam- 
matory accumulations which would result therefrom would greatly facilitate 
the removal by absorbents, and even if it did not cause their absolute disap- 
pearance, would so far relieve the pressure upon the auditory nerve-endings 
as to allow of a resumption of their functions. In these latter conclusions we 
fully agree with him. Dr. Lauder Brunton states in his Text book of Phar- 
macology that this increase of the secretions is due to the stimulation of the 
secretory nerve fibres. 

Our first experiments with this agent were with cases of profound 
deafness, chiefly of a doubt^l syphilitic class, and we endeavored to 
obtain a history from the patients or friends, even when this was posi- 
tively denied, we always gave them the benefit of our doubt when there 
was suspicious symptoms. In primary cases the pilocarpine had to be 
followed up by mercurials, iodine or iodide of potassium to complete the 
case. Our chief assistant, Dr. S. MacCuen Smith, found the syrup of 
hydriodic acid to be successful in cases in which the iodide of potassium 
was not borne well by the stomach. If there was a suspicion of a gum- 
mata or solid deposit this extra treatment was absolutely necessary. 
In liquid or soft deposits in or about the internal ear, the pilocarpine 
answered alone ; if the deposit is of bone it has no influence upon it. 

Our second class of successftil cases are those of sudden deafness from 
hypersemia of the labyrinth, or effusion of blood or serum in its struct- 
ure. In such cases the successful result amotlnted to from 2 to 3 in 50 
cases. Our public clinic where we rarely see the cases until after the 
acute stage has passed, our results are nothing like as perfect as in pri- 
vate practice. We are usually glad to have the patient so improved as 
to be able to hear the voice and the tick of a watch or clock. We find 
that this class of patients are very grateful to be relieved in part of the 
depressing influence of this form of ear disease. Our chief clinical as- 
sistant, ^ Dr. 8. MacCuen Smith, has treated 47 cases of greater or less 
impairment of hearing, some amounting to almost entire deafness, by 
the method of hypodermatic injections of pilocarpine muriate ; of these 47 
cases he was enaoled to record the result of treatment in all but 3. 

Of the 44 cases, 33 received marked relief; 7 were but slightly improved, 
and 4 received no benefit whatever. The improvement in tinnitus and verti- 
go was in most cases in direct ratio to the increase in hearing distance, and 
the improvement in general health ; although in 14 cases the vertigo was alone 
relieved, while the tinnitus remained the same, or but slightly improved. It 
is not so apt to return as cures of chronic catarrhal deafness of the middle 
ear. Both in our public clinic at the Jefl'erson Medical College, and in our 
private practice the i*esults obtained in the chronic form of deafness with this 
remedy was found useful, but not a perfect restorative of the hearing. Mr. 
Field, before quoted, states as his results 20 cases mostly labyrinthine disease, 
which under the pilocarpine injections were much benefitted. Tliis is a guar- 
ded statement as he gives the results of only his favorable cases. 

We find that the proportion of cures of this form of deafness are much 
less ; we are gratified if the patient after treatment with pilocarpine for 

ITrans. Philada. County Med. Society, June. 1891. 
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weeks and months be able to hear the human voice in ordinary conver- 
sation, and a watch which measures 60 inches — say 10 to 20, or even 
30 inches. 

The diseased parts which are affected include the labyrinth proper, 
semi-circular canals, cochlea, and auditory nerve ; in white atrophy of 
this nerve this remedy is of little use ; this remedy is also of little use 
in labyrinthine deafiiess the result of locomotor ataxia. It is of the 
greatest importance to use the tuning fork as before stated to determine 
where the disease is situated, either in the external, middle, or internal 
ear. Numerous and careful experiments are to be made in front of the 
ear, on the occiput, base of the skull, mastoid process and even on the 
nose, for without these careful experiments we will work in the dark. 

We will now mention the other large class of cases with profound 
deafness, which have indications of labyrinthine disease by their symp- 
toms as well as former indications of middle ear disease, either latent, 
active or cured. In this class we find but a few instances in which pil- 
ocarpine is of much benefit. It cannot be depended upon alone except 
to ameliorate the condition. This is especially the case if there are ad- 
hesions of the handle of the malleus to the membrane, or anchylosis or 
bony union of the os:?icles, or sclerosis of the mucous membrane. In 
this latter class of cases Sexton advocates the removal of the malleus in 
cases of deafness due to chronic catarrh including sclerosis. 

THE MODE OF USE OF PILOCARPINE. 

It will be found that individuals are affected differently by the use 
of the drug ; some requiring as large a dose as an eighth of a grain, 
or even a quarter of a grain, and others are affected by a twelfth or even 
a twentieth, producing profuse diaphoresis and secretion. 

It is well to begin with a small dose, and gradually increase it, so as 
to watch its action on the heart, and should the patient reside at a dis- 
tance from the physician, always prescribe a small tablet of j^ of a 
grain of sulphate of atropia, to be used if great depression, of the heart, 
takes place following the use of the pilocarpine. The drug is to be 
found, for hypodermatic injection, in soluble tablets containing various 
doses recommended. It is now prepared in lozenges with sugar of milk 
to be used, three a day, for dryness of the mouth. Our best results have 
been secured with the patient in bed, and we employ it by hypodermatic 
injection every night, and then every other night, and watch it by in- 
creasing the dose until full results are obtained. 

In post-exanthematous aural disease the injections of pilocarpine have 
been tested by Moos and J. Dunlop,' who report a case of mixed mid- 
dle ear and labyrinthine disease of long standing caused by an attack 
of measles two months previously, which was practically cured by this 

IBrit. Med. Journal, June 7. ISfU 
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mode of treatment. Still we would give a word of caution as there is 
danger of its use. as in a case of scarlet fever with deafness, a friend 
employed it with care but suddenly lost his patient, and all the discred- 
it was given to the pilocarpine injections. 

In mumps we have one of those diseased conditions in which total 
deafness in spite of great care on the part of the physician, has so often 
resulted. Pilocarpine has been tried, and has been found to improve 
the patient's condition, and Kosengarten^ has recorded recently three 
cases of severe deafness after mumps in which hearing was completely 
restored. 

It should be very clearly understood that in labyrinthine disease, in 
true typical cases, we usually find on examination of the external ear 
and auditory canel that they are normal ; membrana-tympani general- 
ly congested and either bulging or retracted, with constant tinnitus, 
and auditory vertigo. The low notes of the tuning fork are at times 
perceived, but the high notes very rarely. The watch is not heard ex- 
cept in almost "close contact." The human bass voice can be heard, 
but not distinctly. 

In the second class of cases of chronic aural diseases with labyrin- 
thine symptoms, we are apt to find furunculous or desquamative dis- 
ease of the canal occurring frequently, inflammation of the handle of the 
malleus ; disease of the post nasal spaces and tonsils, with obstruction 
of the air passages, owing to disease of the Eustachian tubes. All of 
these diseased conditions must be recognized and treated before we em- 
ploy pilocarpine. 

1502 Waljcut Stsbkt, December; 1891. 



OTACOUSTIC TREATMENT IN CHRONIC DEAFNESS. 
By J. A. Maloney, M. D. 

WASHINGTON, D. C. 

It is now four years since the presentation of the Otophone (by re- 
quest) before the College of Physicians ; its wonderful power of awak- 
ing audition, caused me to examine carefully this feature and relate 
cause to eflTect if possible. I was upon that occasion forcibly impressed 
iivith the utterance of Dr. C. H. Burnett of Philadelphia. " For, if 
chronic catarrhal deafness depends largely upon ankylosis of the os- 
sicles in the drum cavity and if sound conveyed to them by the ear 
trumpet is passive motion applied to them and if passive motion tends 
to overcome ankylosis in any case, therefore the use of an ear trumpet 
will tend to improve permanently the hearing. This will be brought 

lKo«engarten (Zcitechrift fur Ohronhulkunde, xx, p. 1-10; also Year Book of Treatment, 
p. 1-26 for mi. 
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about not only by improving the mobility of the ossicula auditus but 
also by keeping the auditory nerve from falling into fatty 
degeneration." (See page. 125 Transactions of College of Physicians 
vol. — 1x3 series) — again on page. — 123 same vol — Dr. Burnett says: 
'* Hearing depends upon a pendulum-like vibration in the sound- 
conductors of the ear. This upon the easy play of the three joints be- 
tween the malleus and incus, the incus and the stapes, and the foot plate 
of the stapes in the oval window. When these joints are ankylosed, 
partially or wholly as they usually are then the mucous membrane 
covering them is the seat of catarrhal processes, it is easy to under- 
stand the mechanical cause of catarrhal deafness. As in any other 
ankylosed joints the impaired action in the articulations of the ossicula 
auditus can be overcome to a greater or less extent by passive motion. 
The mechanical force which acts most readily and naturally on these 
joints is sound. Hence when stiffened by disease and deafness is the 
result, sound collected and conveyed by some form of tube to the 
auditory canal and the membrana tympani in a more than ordinary 
amount and without acoustic interference, will overcome the ankylosis 
and the patient hears better. The otophone was a new departure in 
the art, because it prevented acoustic interference by reason of its being 
a closed tube. 

The thought of a new field of treatment in chronic deafness occurred 
to me and I turned to physiological acoustics for light and knowledge, 
but I found the path had been traversed only partially, until the portals 
of this domain of science had been 'opened by Weber, Lucse, Helm- 
holtz, Politzer, Riemann, Henke and in our country Blake, Burnett, 
Bexton and others, but the literature upon this subject is sparsely and 
not special. 

A great deal then was dependent upon tentative deduction. I^p to 
this time Otology depended upon " Politzer Inflation," local appli- 
cations; SiegeFs Otoscope and later Delstanche's improvement upon 
same. In the first named slight benefit was conferred by equalizing 
the pressure upon each side of the " membrana tympani." In the use 
of Otoscope success was rare, why ? Because it produced noise and the 
ear in the higher or lower animal shrinks from the same. 

The laws governing motility are fixed and as immutable as the laws 
of the " Medes and Persians " this is demonstrated by the infant whose 
first movements are restricted. 

In the patient with a fractured limb after removal of splints, the first 
movements of limb are restricted but gradually extend. In perfect ac- 
cord with these laws stands " Otacoustic Treatment," taking for its 
essential of success " Composite or Articulate Tone " for by and through 
this the auditory apparatus receives its stimulus and retains its vitality. 
The treatment is administered according to the conditions in each 
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ijase, demonstrated in part by responses of patient and combined with 
the well known methods of Otolog>' in use at present. The question 
may be asked why are these results produced now ? The answer is 
•clear, the fault in majority of cases of chronic deafness lies in the trans- 
mitting mechanism of the middle ear which has not and cannot be 
reached by medication successfully. The results of my labors up to 
this date I lay before the profession in the following typical cases from 
my case book, attention being called to effect upon " Tinnitus Aurium " 
as well as audition. 

Case 1.— Ralph G., tet. 12, Febniary 12th 1889. Diphtheria at 6 years. Be- 
fore being brought to me the boy had been treated in this country and abroad. 
R. E. destruction of M. T. save a portion of membrana flaccida. 

L. E. Otitis purulenta, exacerbations frequent from exposure, pain 
relieved by discharge. M. T. perforated and sclerotic, inflammation with sup- 
puration 'frequentf3r recurring slight naso-pharyn^eal catarrh, excessive 
nypertrophv of tonsils, (almost touching each other.) Loud voice L. E.=2 
inches, K. E.=0. Diagnosis had been made of paralysis of auditory nerve. 
The boy was an expert lip-reader and had the ** aeaf face" well developed. 

After examination and tests I found after live minutes that he could hear 
miderate tone R. E. and range extended to 12 inches L. E. I made a favor- 
able prognosis for development of hearing to serve practical purposes through 
life. 

The usual local applications were used upon ears naso-pharynx and 
tonsils and Otacoustic treatment faithfully followed. On May 20th, 1889, (a 
little over three months) the hearing power had been brought up as follows ; 
with gyes dosed could hear ordinary conversation at 12 feet and this remained 
tixeil up to time I last saw him, August 1889. The deaf face had disappeared 
he Wild ruddy and robust and I think it would puzzle an expert to discover 
that the bov had ever been profoundly deaf. 

Case 2.— Mrs. W. H. H., cet. 46, June 1st 1889. R. E. deaf for fifteen rears 
W. on contact=0: L. E. W. aerial=6 inches. Fork test B. C. good. M. T. 
sclerotic, opaque retracted. Atrophic Nasal Catarrh. Tinnitus verv persistent 
and varying. Patient was very skeptical of prognosis made after exami- 
nation and tests, but her husband who was present urged her to proceed with 
tre.-itinsnt which she reluctantly did, local treatment with Otacoustic. After 
Jkirtv days the following results were shown: W. R. E. aerial=9 inches; W. 
L. E. aerial=30 inches. Ordinary conversation heard readily in any part of 
room, wh^n patient is not looking at speaker^ tinnitus very much reduced. This 
p itient is a neurotic and in the ** climacteric period " at the time. In Novem- 
ber 1890 she called to inform me that she had been ill with tpvhoid fever but 
her hearing remained ^oml. At this time tests showed, W. R. E. aerial=16 
inches ; W. L. E. aeriaL=45 inches, tinnitus scarcely i)erceptible and then only 
at times. 

Case 3.— Miss Annie B. De-L., cet. 24, Januarv 16th 1890. Post-scarlatinal 
<te3ifaess since early childhood, R. E. W.=iO ; L. l5. W.=r2 inches. Fork test B. 
<J. good. Chronic muco-pui ulent discharge from lelt ear M. T. R. E. opaque, 
retracted and full of cicatrices. L. E. perloration in inferior posterior quadrant 
And tissue bathed in muco-purulent secretion. Expert lip reader. Treatment 
for discharge of L. E. was carried out under otologist who sent the case. I 
•directed Otacoustic treatment to development of hearing in R. E. (worst^ 
with disuse for rest because of sensitiveness (by closing meatus with wool) 
for L. E. during medication. At end of thirty" days, Otacoustic treatment 
was used on both sides, the purulent discharge fronr L. E. having subsided. 
On May 8th 1890 conditions were, VV. aerial R. E.=^8 inches: W. aerial L. E. 
=25 inches; conversational tone of voice; R. E.=6 feet; L. E.=10 feet, with- 
out listener seeing speaker. 

Case 4.— Mr. J. Van. S., jet. 36, Februarj* 15th, 1889. Lip reader, deaf for 
twenty-five years on left side, three years right side. Had been under treat- 
ment tor some years. W. L. E.=C; W. R. E. aerial=l inch; V\ L. E 
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meatus; V. R. E.=s3 feet; Otorrhoea, R. E. this was treated by specialist who 
sent case. Alter four months conditions wei-e; W. L. E. aerial=6 inches; W. 
R. E. aerial=20 inches. Ordinary conversation heard in any part of room, 
at a very low tone of voice at 8 feet with L. E. The deaf face m this case 
was pronounced at time of lirst visit. On May 19th patient presented a very 
robust appearance, no deaf face ^ a bright and cheerful countenance. V=con- 
versation in an undertcjne between two persons at extreme end of room (16 
feet). VV. L. E.=16 inches; VV. R. E.=40 inches. 

Case 5. — Kate McR. J. set 8, June 1st, 1889. Scarlatina at 2 years. Pro- 
foundly deaf (no supposed hearing). Diagnosis by several specialists was 
piiralj'sisof auditorV ner\'e. A good lip reaiier for one so young. V. Loud 
meatus, L.E.=0 ; V . Loud meatus, L. K.=6 inches. Fork Test, R!e.=0 ; Fork 
Test L. E.=l inch. Articulation very bad. After first six months the mother 
reported(this being an out of town case.) **I find it has been the means ot great 
improvement in hearing and articulation." The father writing later to phy- 
sician who referred case to me said : We feel satisfied, there is a marked im- 
provement in her hearing, she now hears with both ears, she frequently asks 
** which is my good ear?"' 

Case 6. — SomaS., ret. 6. Scarlatina at 5, deafness resulting. July 19th, 
1890. W. R.E.=0; W. L. E.=0. Fork Test R. E. aerial=l inch; Fork 
TestL. E.aerial=0;B. C. good. September 16th, 1890. Fork TestR. E. 
aeriaL=20 inches; Fork Test L. E. aerial=16 inches; W. R. E. 10 inches; W. 
L. H:^6 inches. Conversational tone of voice; R. E.=18 feet; L. E.=10 leet. 

Case 7.— Miss C. P., aet. 22. Supposetl congenital. Sent by an eminent New 
York specialist, for determination of nearing power. Has been educated as a 
deaf mute by the **Bell Visible Speech" meUiod. Upon examination I found 
hearing upon both sides, aWa//^ ^en minutes she could repeat the test words 
naturally, conversation upon her part owing to system of eiiucation being in 
a monotone. For prognosis, I gave improvement and audition sufficient for 
articulation. I heard nothing troni this case until five months had elapsed 
when the following report was sent from pei*son carrying out my instnictions. 
•* In less than a month seventy-tour words,and forty sentences had been learned 
and wei-e recognized upon day of review, (end of month). At end of fifth 
month she had learned and could repeat many other words besides figures up 
to 100. " A physician residing in same city becoming interested in the case 
requested a test^^in his presence. He selected figures up to 100 as test. The 
teacher then selecting figures here and there within this limit, called them 
to her and they were repeated without a mistake. Her mother could at this 
time, with unaided voice pronounce a word close to meatus and her daughter 
would repeat it. This was thejirst time she ever heard her mother* s voice, 1 nave 
heard nothing from this case since directly, but it was laid before the Amer- 
ican Association to promote teaching of speech to the deaf in New York 1890. 
It was again referred to by the secretary of said Association in an invitation 
for me to deliver « lecture before that body upon the ** Cultivation of Hear- 
ing" at their June meeting Lake George, N. Y. 1891. 

Case 8.— Thos. R. H., a3t 16, September 2lst, 1890. Diphtheria when an 
infant. Fork Test R. E. aerial=3 inches ; Fork Test L. E. aerial=l inch ; V. 
R. E.=2 feet: V. L. E.=4 inches. March 16th, Fork Test R. E. aerial=17 
inches; Fork Test L. E. aerial=16 inches; V. R. E. (motlerate tone)=15 feet; 
V. L. E. (moderate tone)=10 feet. 

Case 9.— Mrs. E. F. R.,aet 3S, Sept. 30th,^90 "Otitis Media Catarrhalis Chro- 
nic". Tinnitus Aurium both sides, L.E. worst. Unfavorable prognosis by three 
eminent specialists. Had been under treatment for years. Fork Test R. E. 
aerial=2 inches; Fork Test L. E. aerial=0; B. C. good; V. R. E. Loud 
tone=6 feet; V. L. E. Loud tone=Meatus. December 30th, Fork Test R. E. 
aerial=7 inches ; Fork Test L. E. aenal==4 inches. Tinnitus R. E. seldom 
noticed; Tinnitus L.E. very much reduced ; V. R. E.=10 feet;V. L. E.=10 
inches. November 18th, W. R. E.=linch; VV. L. E.=C; V. Conversational 
tone R. E.=7 feet; V. Conversational tone L. E.=r4 inches. November 28th, 
W. R. E.=4 inches; W. L. E.=2 inches; V. Conversational tone R. E.=12 
feet; V. Conversational tone L. E.=10 inches; Whisper R. E.=7 inches; 
WhisperL.E.=l inch. December loth, W. R. E.=6 inches; W. L. E.=4 
inches; V. R. E. Conversational tone=15 feet; V. L. E. Conversational tone 
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=A feet. January 22nd, 1891. No tinnitus. W. R. E.=8 inches; W. L. E.= 
6 inches.; V. Con versationai tone R. E.=16 feet: V. Conversational tone L. 
E.=6 feet; V. Whisper R. E.=8 inches; V. Whisper L. E.=4 inches. May 
4th, W. R.E.=10 inches; W. L. E.=9 inches: V. Convei-sational tone R. 
E.=20feet;L. E.=10 feet; Whisper R.E.=10 inches; L. E.=6 inches; no 
tinnitus. Upon first visit this patient stated the deafness was of minor im- 
portance compared to the suffering endured from the tinnitus and that she 
would be happy tp get ridof it wimin two years. It is needless for me to 
say she has been very ffrateful. 

Case 10. — Mrs. G. W. B. Jr. This case was sent with history and con- 
ditions by specialists in another city, and at that time, August 23rd, 1890, W., 
R. E.=8 inches ; W. L. E.=C. He reported under different dates as follows: 
W. R. E.=18 inches; W. L. E.=^ inch. November 19th, I have seen 
Mrs. B. but three times since she commenced your treatment on Nov- 
ember 13th inst. she heard. W. R. E.=24: inches; L. E.=4 inches compared 
with R. E. 18 inches ; L. E.==i inches of October last she is delighted so am I. 
December 7th, reported ** patient is still improving." February 20th, 1890, 
he reports W. R. E.=26 inches, L. E.=12 inches. 

The deaf face in a majority of these cases disappear. 

That is due to relief from neutral strain consequent upon lip read- 
ing, and the anxiety for relief, as the power of audition is restored. 

The alleviation of tinnitus is due no doubt to the breaking up of 
adhesions or partial ankylosis of the conductors of sound lying in the 
middle ear. 

1424 Q. Strkkt, N. W. 



TRAUMATIC HEMORRHAGE OF THE TYMPANUM CAUS- 
ING DEAFNESS WITH SUBSEQUENT RESTORA- 
TION OF HEARING, WITH REPORT 
OF CASES. 
By S. MacCuen Smith, M. D., 

CLINICAL CHIRP, AURAL DRPARTMENT JKFPRR80N MEDICAL COLLEGE HOSPITAL, PHILADELPHIA; 

6CRGRON IX CHARGE NOSE, THROAT AND EAR DEPARTMENT GERMANTOWN HOSPITAL 

AND DISPENSARY, PHILADELPHIA. 

From a clinical point of view the following cases will be of much 
interest, as the result of treatment was most satisfactory. I con- 
sider this suflScient excuse to publish the same, with the hope that 
the following respective history may be an incentive to future inves- 
tigation of similar cases, as the writer has personal knowledge of 
eleven cases of total deafness (traumatic) in which surgical measures 
have restored hearing to a greater or less degree, although the patients 
so afflicted hpd abandoned all hope of ever hearing, on account of 
the discouragement expressed by many physicians. All surgeons do- 
ing i^pecial work are familiar with the expressions of patients purport- 
ing to be the advice of their medical counsel, to the effect, that certain 
ear diseases or si/mptoiih% can not be cured, and are therefore directed 
fwt to consult a specialist, often with the result that many cases that 
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could be cured, or at least much benefited, when seen early, continue 
to grow worse from month to month until all hearing is extinct, and 
it is in this unfortunate condition that the sufferer seeks the advice 
of a specialist, who even at that late day can often render relief as the 
reports of operations (by Sexton and Burnett) within the middle ear 
famish ample proof. 

The advances made in Otolog}' in the past few years, demands bet- 
ter and more scientific treatment on the part of every practitioner of 
medicine — undoubtedly the lack of proper knowledge in this partic- 
ular branch of medical practice, has many times, in the past brought 
Otological science into ridicule, but the present state of proficiency 
in the treatment of diseases of the ear will now permit us to speak of 
Otology as 2Ln Art with quite as much assurance of correctness as in 
most any other department of medicine. 

The first case to be detailed is that of G. H. M. male, aged 46 jears, of 
Vermont, his history is as follows, when 44 years of age while dnvinsr, his 
horses took fright and running into the embankment overturned his carriage 
which threw him to the ground, striking his left mastoid with sufiicient 
force to cause unconsciousness, in which condition he remained for eleven 
hours, at times the respirations were so shallow and frequent and the heart's 
action so feeble, that the attending physician looked upon his recovery as ex- 
tremely doubtful — there were neither symptoms of fracture or a diastasis in the 
temporal bone, such as watery discharge or heemorrhage from the meatus. 

On regaining consciousness he complained much of intense tinnitus, vertigo 
and vomiting, with severe pain directed to the external auditory canal and 
Eastachian tabe, all theseJ symptoms continued in full fofce (wifli the excep- 
tion of the vomiting) at the time he consulted the writer two years subsequent 
to the date of accident; it is well to remark that he had control over the 
movements of his head, arms and legs, llie symptoms as expressed by the 
patient on his first consultation with the writer, are quite similar to those 
known as **Menire's Symptoms" — marked tinnitus of an accentuated charac- 
ter, vertigo with rotatory sensations and consequent staggering movements 
followed by nausea and vomiting more or less severe, pictures on the wall ap- 
pear to move around from left to right, the floor rotates from side to side at 
times seeming to make complete revolutions, at which moments he would feel 
compelled to firmly grasp any person or object within reach to prevent fall- 
ing, these symptoms were increased in severity by suddenly turning the head 
in such a direction, that the axis of the afiectea ear is in the same plane as the 
axis around which the head is mo\ing. Yet, sudden movements of the head 
in any direction usually intensified the above mentioned symptoms. The ro- 
tatory sensations and vertigo were not usually of suflBcient severity to cause 
the patient to actually fall, and yet his normal condition was that uncertainty 
of gait one experiences while walking on board a ship at sea. The vertigo 
and tinnitus were so severe and continuous that an attendant was required to 
be constantly at his side to prevent any possible injury by falling. 

One year after his injury, as his suftering did not abate to any appreciable 
extent, several surgeons in consultation thought it wise to open the mastoid 
cells, with the hope. of lessening any pressure within, thereby relieving, if 
possible, the pain. This operation, however, w^as not of any ^benefit to the 
patient, and the operator did not find any of the parts abnormal, nor evi- 
dences of disturbance at the time of accicicnt. Objective examination showed 
the osseous meatus to be much inflamed and very sensitive, with little oedema 
— membrana tympani inflamed and thickened, (the myringitis probably dates 
from the time of accident), bulging in the posterior segment of drum, quite 
close and parallel to the handle of the malleus— the Eustachian tube and adja- 
cent parts were much swollen, wiiich completely occluded the tube. Aerial 
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conduction of sound is entirely lost ; osseous conduction quite good over mas- 
toid. 

Prior to his accident, the patient was six feet one inch in height, with well 
developed athletic proportions, weighing one hundred and ninety -six pounds, 
but his two years of suffering had reduwd his weight to one hundred and 
thirty-one pounds, and he had the general appearance of one in the advanced 
stage ot<plm»^is pulmonalis; his mental and nervous system suffered extreme- 
ly, and (tepreciftted much from their normal and naturally active condition. 

Being a gentleman of much financial means, and having always been ac- 
customed to the many pleasures and diversities that such riches bring, he, at 
times in ulter despondency, couited death rather than continue in the misera- 
ble life he was compelleil to live. 

As regards treatment there appears to be but one rational method of pro- 
cedure, and that was to puncture the membrana tympani at the point of 
bulging, (mentioned above) ; this I did by making a free incision parallel to 
the handle of the malleus, from the floor of the meatus to the extreme end of 
the malleus. The result of this operation was the escape of some semi-solid 
substance, dark red in color, but without any odor. The elimination of this 
foreign matter, immediately relieved the patient's pain and vertigo, as well as 
the accentuated tinnitus, rotatory sensations and staggering movements, 
which allowed him to stand with perfect ease and not experience the slightest 
inconvenience in any respect, except being overpowered with a natural de- 
sire to sleep, (the first time he secured sleep witnout an hypnotic or anodyne 
for about ten months.) The only symptom this operation did not benefit was 
its failure to improve the hearing, which remained the same, except the osse- 
ous conduction of sound, it being increased to normal. At the patients re- 
(juest, he was sent to bed, where sleep continued without interruption, for 
hfteen hours, and would have remained in his happy state of repose for a lon- 
ger period, had not his wife became alarmed at nis unusual quietude, and 
aroused him, being fearful of his dying as a result of the operation. Two days 
after this preliminary step in treatment, finding the Eustachian tube still 
closed, we introduced the Eustachian catheter and gently forced a warm five 
(5) per cent, solution of biborate of sodium through the tube into the middle 
ear, which found its way through the incised membrana tympani and escap- 
ed by the external auditory can 3. The color and character of this solution 
after passing through the ear, reminded one of the discoloration of water used 
in synnging an ear impacted with cerumen ; after cleaning the ear and tube 
of ail obstruction, the middle ear was inflated by Politzer's method, and for 
the first time since the date of accident, the imdent was able to hear quite 
loud noises. This inflation was continued daily for one week, at which time 
his hearing distance was ^5, at the end of three weeks (inflating three times 
in each weekY, the hearing increased to 3^. Gentle inflation was continued 
once per week for three months, at which time the incised membrana tympa- 
ni was completely united, leaving little evidence of an cicatrix, and m ap- 
pearance looked quite normal, except some slight opacity, the hearing; power 
ai this time was |^, and the patient's health assumed its" former **perfect con- 
dition." It is now three years since I ti-eated this patient and he continues to 
express himself as '*hearing perfectly, and uterly devoid of any unusual sen- 
sation in the head." 

Another case I will but briefly mention, as it is quite similar to the above 
one, except the nature of the accident, and all the symptoms being less severe. 

J. B. B., one of the contestants of a boxing exhibition, received a severe 
blow on the mastoid, which did not make nim unconscious, but produced 
noises in his head so severe that it compelled him^to abandon his evening's 
sport and retire for the night. Next morning the patient consulted the writer 
cofnplainingof intense vertigo, tinnitus and loss of hearing in injured ear. 
There was no bulging of drum, but it was inflamed and painful. I punctured 
the drum imder cocaine and syringed out the blood clot, which gave immediate 
relief fVom pain and all other symptoms. The hearing in this case was re- 
gained in sixteen days and has continued nonnal ever since. 

As puncturing the drum is seldom, if ever, productive of ill-effecta, 
the writer considers paracentesis of the drum, (even in acute myringi- 
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tis), not only as an essential, but an imperative diiti/y in all doubtful 
cases not promptly yielding to other methods of treatment. Acting on 
this theory, the writer has had the good fortune of restoring hearing in 
a number of cases, the loss of hearing being attributed either directly 
or indirectly to traumatism. An examination of the foreign matter in 
each case showed it to be blood-clot ; it would therefore appear that loss 
or impairment of hearing, the result of haemorrhage in the tympanum, is 
of much more frequent occurrence than has formerly been supposed. 

1528 ARCH SiREET. 



A NEW AND SIMPLE METHOD TO LESSEN REACTION 

AFTER THE USE OF THE GALVANO-CAUTERY 

FOR NASAL HYPERTROPHIES. 

By J. W. Gleitsmann, M. D., 

PROFESSOR OF LARYXGOLOOY AND RHIKOhOOY IN THE KEW YORK POLYCLINIC. 
NEW YORK. 

In the closing remarks of a paper read last December before the 
Laryngological section of the New York Academy of Medicine, on the 
use of tri-chloracetic acid in diseases of the nose and throat,^ the writer 
alluded to the beneficial effects of the acid after galvano-cautery 
operations in the nose. He has since that time continued his researches 
in this direction, and is able to report at the present on eighty appli- 
cations. 

Before doing so, he can not refrain from making some remarks on 
the general use of the acid for nasal hypertrophies, the more so as a 
number of publications have recently appeared which show a great 
difference of opinion among experimenters on the advantages of the 
remedy. Whilst some are fully convinced of its value as a caustic, 
others deprecate its use partly on account of the difficulty of applying 
it in the proper manner, and partly because they do not find the acid 
to yield the desired results. 

Regarding the mode of application, the writer must say that in his 
experience the acid has fulfilled all that was claimed for it in the pre- 
vious paper, but to achieve its end it is absolutely necessary that the 
acid be handled in the proper manner and with suitable instruments. 
The objection raised by one of the authors averse to the use of the acid, 
namely, that it is apt to fall off from the rod, that it is apt to spread 
promiscuously to other parts, does not hold good if the applicators are 
used which were described in the paper already referred to. The rods 
devised hold the acid firmly in the excavation at the distal end, and 

IMedical Record, March U, 1891. 
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allow of confining the application to the locality desired. The acid 
being firmly embedded in the rod, does not come in contact with any 
tissue which should not be touched, and, being dry, does not extend 
farther than to the place of application. The author who goes so far 
that he objects to the use of the acid because he found it difficult to 
fetch the crystals from the liquefied chemical, disregards the first rule 
» of using tri-chloracetic acid. The principal benefit to which allusion 

has been made in my paper is the dryness of the eschar, which we can 
only obtain if we apply the dry acid. It was also stated that the best 
way to retain the acid in its crystallized form was to use only a small 
F quantity, in a small vessel, and to rub it into the excavation of the 

applicators by quick movements. In this manner the liquefying of the 
acid can easily be prevented. 

Another author finds fault with the acid, saying that it is apt to 
produce severer pain than chromic acid. The objection does not hold 
good if we use a sufficient amount of cocaine to produce local anaesthe- 
sia. With very sensitive patients, a small quantity of a weak solution 
of cocaine spread into the nose after the application will certainly do 
away with all subsequent unpleasant eflTect. 

The writer can only state that he has used the acid uninterruptedly 
for eighteen months, and has not found any occasion to abandon its 
use, or to modify the statements made in his previous paper. 

It was the endeavor of the writer for sometime past to find a suit- 
able remedy to prevent, or at least to lessen, the unpleasant effects of 
the galvano-cautery for nasal hypertrophies without necessitating the 
patient to resort to home treatment. The effect of the galvano-cautery 
in nasal cavities is, in by far the greater number of cases, such an un- 
pleasant one that without any means of relief we would often feel in- 
clined to discard it. It was only afler advising the patient to use anti- 
septic solutions at home that the author felt at full liberty to use the 
cautery whenever occasion called for it. The unpleasant feature of 
confining the patient more or less to the house made it the more urgent 
to devise a method by which after-treatment might be avoided. Agree- 
able results derived from the simple application of the acid to turbi- 
nated hypertrophies, the dryness of the eschar produced, made it de- 
sirable to test its efficiency as a protecting coating for the artificial 
wound caused by the galvano-cautery. Experiments conducted dur- 
/ ing the last eight months have resulted, as stated above, in eighty 

operations. 

These eighty operations were performed on a total of fifty-three pa- 
tients, and every one of them consisted in the application of the gal- 
vano-cautery followed immediately by a thick coating of the wound 
with dry tri-chloracetic acid. In addition to this, eleven patients were 
treated for various ailments in a similar manner, but as they did not 



Digitized by 



Google 



64 C4LEIT8MANN, USE OF THE GALVANOCAUTERY. 

suffer from turbinated hypertrophy their cases were left out of consider- 
ation in this article. Of the fifty-three patients, forty-three suffered 
from inferior turbinated hypertrophy, to which sixty-five applications 
were made, the other ten from hypertrophy of the middle turbinated 
received fifteen applications. A careful report of each of these applica- 
tions was kept in my note-book, their effect recorded at each visit, and 
especial attention paid to the condition of the eschar and its time of 
elimination. A r^um^ of these records is as follows ; 

To 34 patients fifty applications were made without producing the 
slightest unfavorable or unpleasant after-effect. The nasal cavity did 
not fill up, the eschar remained dry, in a few cases broke into frag- 
ments, but in none of these fifty applications did any obstructive lesion, 
or the slightest effect on the general system, for instance fever or de- 
bility, take place. The shortest time in which the eschar was elimin- 
ated was forty-eight hours after the operation ; the longest, seven days. 
The removal was generally affected with very little difliculty by spray- 
ing the nose and subsequent gentle introduction of cotton, by means of 
a carrier, saturated with cocaine. 

Subsequent treatment was confined to cleansing the nasal cavities 
and insuflflation of an aseptic powder, for instance, aristol. In a few 
instances a second eschar formed after removal of the first, but it was 
smaller in size and of shorter duration. 

The remaining fifteen applications for inferior turbinated hypertro- 
phy were made to twelve patients, the discrepancy in the number cf 
patients being due to the fact that several of the patients stood the 
first operation very well whilst the second was followed by unpleasant 
results. These twelve patients suffered from a number of affections 
following the operation, one becoming affected with tonsillitb on the 
fifth day, six becoming feverish and debilitated, one being even confined 
to bed for three days, the remaining number suffering only from subse- 
quent fulness and obstruction of the operated nostril. Four of the 
last named patients were operated on both nostrils, and it was surpris- 
ing that one operation did not produce the slightest discomfort, while 
the other, made in exactly the same manner, brought on the untoward 
effect. 

To ten patients with hypertrophy of the middle turbinated, fifteen 
applications were made, twelve of which proved entirely successftil 
without any unpleasant after sensation, whilst in three applications 
there was once fulness of the nostril, twice slight febrile reaction. 

The total eighty applications were, therefore, followed in eighteen 
cases only by one or the other unpleasant symptoms, whilst the remain- 
ing sixty-two were not felt by the patients at all. This expressed in 
percentage gives seventy-seven per cent, to twenty-three per cent, in 
other words, over three-fourths of all the applications were made with. 
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out any discomfort to the patient. It may be in place to state here 
again, that after all these operations no after-treatment was instituted, 
that aft«r the application of the acid to the cautery- wound, the patient 
was allowed to go home without using any other appliance until he re- 
turned to the office. 

In conclusion, a few words about the manner of operating. For in- 
ferior ^turbinated hypertrophy, in all cases but one, the galvano-cautery 
point was used. It was brought to a white heat «nd slowly carried 
from backwards forwards till it cut through the whole thicknea? of the 
hyperplastic tissue. The operation was generally not considered con- 
cluded before the bony structure of the turbinated was felt under the 
cautery point As soon as the bleeding had stopped the nasal cavity 
was dried with absorbent cotton and tri-chloracetic acid applied to the 
wound. Generally the quantity of the acid contained in one rod only, 
is not sufficient to give a thorough coating to a wound running the 
whole length of the inferior turbinated, and two or three rods are nec- 
essary, to produce a thick layer of the acid over the wound. In a sim- 
ilar manner hypertrophies of the middle turbinated were treated, but 
they were destroyed by a flat electrode instead of a pointed one, and 
subsequently the acid applied. 

46 East 25th Strkkt. 



REVIEWS. 

The Rkfkaction ov^ the Ky e. By Gustavus H ahtridge, F. R. C. S. Fifth 
Edition. Phila. : P. Blakiston, Son & Co., 1891. Price $2.00. 

A work that has gone through five editions may well bid defiance to the 
critic, should any one be so bold as to assume that role. The book is well 
written, handsomely printed, largely illustrated, and, in our opinion the most 
ooncise, clear, consorvntive and "practical" Manual of Refraction published. 



DiSRASKS AND REFRACTION OF THE EyE. By N. C. MaCNAMAKA, F. R. C. S., 

AND Gustavus Hartridge, F. R. C. S. FifYh Editon, Phila. : P. Blakis- 

ton. Sou & Co. 

A good book for the student. 



The Physician's Visiting List (Lindsay & Blakiston's) For 1892. Phila. : 
P. Blakiston, Son & Co. Pries from 81.00 to $3.00 according to'size. 
This standard Visiting List is one of the best. It is simple in its arrange- 
ment, and sufficiently large fur the busy physician. Its table of contents is 
all that could be desired. The section on '^Diagnosis and Treatment of 
the Simpler Superfictal Diseases of the eye" by Dr. Gio. AL (ioulfl, 
of Philadelphia, deserves special mention. 
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NOTES FROM FOREIGN OPHTHALMIC JOURNALS. 
By Casey A. Wood, C. M., M. D., 

OF CHICAGO. 

We are all familiar "with the conjunctival hyperaeraia, chronic thick- 
ening and occasional localized conjunctivitis occasioned, as is usually 
believed, by the presence of one or more-tarsal cyets, but Prof. Dianoux, 
of Nantes, claims that a definite form of conjunctivitis is not only as- 
sociated with, but is the direct cause of Meibomian tumors. {La can- 
junchorte a chalozion. Archives d! ophthalmologie Imllei — Aoviy p. 302, 
1891.) 

The disease may be acute, but Is usually chronic, and affects by pre- 
ference, the antenor half of the palpebral conjunctiva. The symptoms 
are those of conjunctival hyperemia with little or no superabundant se- 
cretion. The mucosa becomes thickened and at the external canthus 
the mucous follicles are engorged. These signs and symptoms may 
remain constant for many months. When the "foreign body" 
sensations persist, passing the finger over the tarsal conjunctiva, 
will almost always reveal minute nodes beneath it. Later chalazia de- 
velop and are easily made out. Should these disappear the disease is 
apparently cured, but the original conjunctivitis still remains, and after 
a longer or shorter time, other tumors present themselves. Writer has 
seen as many as fourteen chalazia in the four lids. 

Apparent cure followed by relapses may occupy years. Both eyes 
are commonly affected, but unequally. 

The diagnosis, Dianoux admits, is difficult in the absence of chalazia, 
and the palpebral signs are usually set down as catarrhal conjunctivi- 
tis, or as an accompaniment of accommodative asthenopia. Finally, the 
presence of tarsal nodosities settles the question. 

The prognosis is not very favorable, and the disease being essentially 
chronic, may give rise to a great deal of ocular discomfort, and greatly 
interfere with the use of the eyes, for both near and distant work. At 
first, it makes it difficult or impossible to read or write towards eve- 
ning, while later on, morning labor becomes equally uncomfortable. 
This may persist for many months in spite of all treatment. 

The author believes chalazion conjunctivitis to be of parasitic origin, 
that the organisms, first obtaining a foot-hold in the congested mucous 
membrane, attack the underlying glandls, and so the chalazia develop. 

Treatment should be especially directed to the/o/wcf origo mali — the 
conjunctivitis, and should be persisted in, if need be, for months. As 
soon as chalazia show themselves, they call for surgical treatment. The 
writer prefers a weak solution (1:2000) of argentic nitrate to sublimate, 
boric acid, cupric sulphate or other antiseptic mixtures. The eyes may 
be steamed before using the nitrate. With timid individuals, when the 
tumors are small and stationarv, a small quantity of the following oint- 
ment may be applied to the palpebral skin — a massage of five minutes 
duration — afterwards allowing the mixture to remain in situ for five 
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minutes longer : Potass, iodide, . . 1.0. 

Ungt. hydrarff, . . 6.0 to 8.0. Considera- 
ble swelling and redness result, but the chalazion either diminishes in 
size or entirely disappears 

Refractive errors snould be carefully corrected. 

In the very acute cases, with much secretion and mucous swelling, 
silver nitrate (2 per cent to 3 per cent.) solutions and scarifications are 
called for. ♦ 



True asserts that the lymphatic habit is generally recognizable in in- 
dividuals afflicted with granular ophthoimia, (Lymphaimne et trachome. 
Annates d'oculiaiiquej Aoid^ p. 80, 1891); it favors the development and 
modifies the course of trachoma ; it is the chief factor in the corneal 
complications of the disease ; it favors the trachomatous contagion in 
proportion to its extent. 

In the same number (Prophylaxie de l^aphthabnie des .nouveaux-nh 
par Hnmifflation de paudre aiodofomiey p. 96), Valude furnishes many 
arguments in favor of the insufflation of finely divided iodoform pow- 
der as against Cr^d^'s method in the treatment and prophylaxis of oph- 
thalmia neonatorum. In Tarnier's service where about 2 per cent, of 
the women receive antiseptic va^nal injections, the infant's eyes were 
(before tying the cord) treated, some by Cr^d's method and others by 
the insufflation of iodoform and an antiseptic bandage. The first plan 
was tried on 218 infante who furnished 13 ophthalmias, (8 at full term, 
5 premature), or 5.9 per cent. The iodoform treatment of 248 full term 
children ^ve 5 ophthalmias, or 2 per cent. 

The objections to the Cr^de method in the hands of mid wives are, (1), 
that a 2 per cent, solution of argentic nitrate is so powerful that it can- 
not be obtained except by a physician's prescription ; (2), a migle drop 
of any solution is not easily instilled ; it often does not get into the eye ; 
(3), it decomposes readily and loses its potency ; (4), it may induce in 
some eyes a true catarrhal ophthalmia. The iodoform treatment is not 
open to these objections. 

Finally one or more of the objections raised in the case of silver ni- 
trate apply with equal force to corrosive sublimate solutions, that are 
strong enough to act as prophylactics. 

Hirschberg (2!ur operativen Behandbung der Netzhatdablomng. Cen- 
iralblatt—f. prakt. augenh. Oct 1891), ^ves an interesting account of 
the succes^l treatment of a case of retinal detachment. The patient 
was a young woman aet 27, shortsighted, who came with a well marked 
restriction of one visual field. Reads Sn. 1 i at 5 ", both eyes. The 
detached retina was not torn ; the vitreous was not cloudy and there 
was no diminution of tension. Pilocarpine, rest and bandage gave no 
permanent results. 

Two years afterwards patient returned much worse. Sn. 2} at 4" 
slowly. The perimetric defect now corresponded to a retinal detach- 
ment, which oegan two disc-diameters from the papilla and extended 
as a globular, bluish, delicate swelling outwards and upwards, increasing 
in size as it reached the periphery. No rupture, no vitreous cloud, no 
metamorphopsia — although tne lesion aflfected the macular region. 

Operation under cocaine. Patient sat on a common chair, head rest- 
ing on chest of assistant, who carefully parted the lids with his fingers, 
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The surgeon seized the globe with the fixation forceps, out-and-above. 
as far as possible behind the equator, and plunged a 6raefe*s knife close 
to the forceps, deep into the interior of the eye, turned it around at ri^ht 
angles, and then dreiv oid the instrument, making visible, for an instant, 
the black opening of the sclera. Then with the forceps he seized the 
conjunctival Hubmucosa and gently dreiv it away from the bulb. This 
mdion action caused the sub-retinal fluid to form a bladder-like tumor 
underneath the bulb or areolar tissue. Afterwards a bandage and rest 
in bed for 12 days. 

The result was a complete cure of the disease. The eye read the 
finest types and the F. of V. was absolutely normal. The external 
wound healed by first intention, while the fundus changes were found 
to be only those marked by the entrance of the cataract knife. 

It is objected that this operation is inferior to iodine injections and 
has but transitory results, and that a reoccurrence of the detachment 
may be looked for in about 14 days. This case has remained cured for 
six weeks. The writer had another patient, operated upon in a similar 
manner, that was quite well a year afterwards when he disappeared. 



Nieden ( ThrdnenMcretvon als Reflexers cheinung von Schwangerschoft 
Te bender's klin Monatsbl, Oct 1891) has a short but instructive article 
on the rather rare occurrence of epiphora as a reflex symptom in pr^- 
nancy. The case was as follows : A 25 year old primipara suflered 
from marked nausea and ptyalism, which persisted for two months. 
At the beginning of the third month, the mucous excretion and the 
nausea abated, but excesjfive and annoying bilateral lachrymation took 
their place. This began in the morning as soon as the patient opened 
her eyes and continued all day, whether she exposed herself to wind or 
remained in-doors, whether she used her eyes much or little. The se- 
cretion of tears was so excessive that her eyes were always full, and she 
was obliged to keep up a continued winking to get rid of the overflow. 
There wfis nfothmg in the condition of the lachrymal apparatus to ac- 
count for this state of things. The eczematous redness of the palpebral 
skin and cheeks were simply effects of the marked epiphora. No fluid 
could be pressed out of the sa>3, and the nasal duct was proven to be 
potent to lachrymal injections. There was nothing abnormal about the 
conjunctiva. 

The exits of the lachrymal ducts seemed to be swollen, and were 
plainly made out. 

A partial examination of the fluid showed it to have a weak alkaline 
reaction. 

Otherwise the eye was quite normal. 

A single{drop of a 5 per cent, solution of cocaine acted in this case 
like a charm. The abnormal secretion disappeared, the mucous memr. 
Lrane and swollen tear ducts resumed their healthy paleness and the 
patient was practically well. This marked improvement continued 
v\en after the ana:sthetic eflTects of the cocaine had passed oflT, but after 
giving a prescription for further use, the patient did not return. Hence, 
jSieden concludes that the remedy acted by permanently reducing the 
amount of the lachrymal secretion, or it became normal in quantity with 
the setting in of lactation or the awakening of glandular secretion in 
some other organ. 
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NOTES FROM AMERICAN OPHTHALMIC JOURNALS. 
By B. E. Fryer, M. D., 

KANSAS CITY, MO. 

RETINITIS DIABETICA. 

Dr. H. Friedenwald, (Vol. xx, No. 4, Ktmpp's Archives of Ophtlhal- 
mology), in an interesting paper, calls attention to the fact that "Retini- 
tis Diabetica" has hitherto been the name of retinal inflammations de- 
pending on diabetes, without signifying any peculiar disease which 
could be recognized by its definite and characteristic appearance. The 
various forms in which it had been seen and described were considered 
very much the same as those of albuminuric retinitis. Thus Noyes, in 
his text book, published in 1890, says, "that the features of both, are to 
a ^eat degree, identical." 

Triedenwald also quotes from Loring's work (2d Vol.) where the 
following occurs : "The diabetic form of retinitis offers little which is 
distinctive Of presence of sugar in the urine. As a rule, however, there 
is more hsemorrhage and less exudation or white plaques than in retini- 
tis albuminurica, and the spots are similar and not so apt to be situated 
in the macula or grouped in a zonular manner about the papilla." 

Gowers is quot^ also by Friedenwald as scarcely more accurate. In 
the last edition of Gowers' work on ophthalmoscopy he describes the re- 
tinal "changes" as bearing considerable resemblance to those seen in 
some cases of pernicious anaemia. . . . White spots of degeneration are 
frequently present, commonly of moderate size, scattered over the fun- 
dus. . . . They differ from the patches of albuminurica retinitis in shape, 
having less tendency to assume a t^ircular form ; in color having a more 
dingy shade of white, and in grouping, the star around the macula 
being seldom seen, although there is a tendency for the spots to be ar- 
ranged in the form of incomplete rings." 

Other authorities, American, English and German, it is stated by 
Friedenwald, are equally unsatisfactory. [Tyson in his work on 
Bright*8 disease, is more clear as to the retinal differences between dia- 
betes and Bright's disea.<e. — B. E. F.] 

Friedenwald says : "That characteristic differences do exist between 
diabetic retinitis and other forms of of retinal inflammation, was poin- 
ted out several years ago by Prof. Hirschberg, of Berlin. In a more 
recent article he demonstrates that there are typical forms of diabetic 
retinitis which present characteristic appearances." 

"The number of cases upon which he bases this study is very large, 
comprising twenty-five cases, which is a greater number than has hith- 
erto been published by any single observer. He distinguishes three 
kmds of retinal disease that occur in diabetic patients. First, a very 
characteristic inflammation of the central part of the retina with small 
bright spots, and usually fine spots of blood. Second, haemorrhages of 
the retina, with the consequent inflammatory and degenerative changes, 
including haemorrhages into the vitreous, hsemorrhagic infarction of the 
retina, and haemorrhagic glaucoma. Third, rare forms of retinal in- 
flammation and degeneration, whose connection with the constitutional 
disease yet remains to be demonstrated. There are of course interme- 
diate forms, presenting the characteristic features of more than one type." 

"In the first class we find small, white, shining spots in the central 
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part of the retina. These lie in the retinal tissue." 

"In the macular region they are most marked, often forming little 
semi-circles or curved streaks, with minute indentations along their 
margins. They may become confluent and form long streaks, though 
they rarely present the stellate form of albuminuric retinitis. A few 
bright spots may be seen scattered over the retina to the nasal side of 
the papilla. Tney never cause any disturbance of the retinal pigment 
Fine haemorrhages may be visible throughout the region affected and 
beyond it in the form of dots, small spots and fine streaks. In these 
cases the papilla is not altered, either its color or its margi» ; there is no 
diffuse haziness of the retina, nor are there any visible changes in the 
blood vessels, such as variation in calibre. Large opacities of vitreous 
are not found in this form. It is this type that is pathognomonic of dia- 
betes. The disease occurs in persons of from forty-five to sixty-five, 
who have commonly suffered with diabetes for a long time, often for 
several years, occasionally though to such a slight extent that their 

feneral disease remained undetected before the eyes became afilected. 
t usually develops gradually and always affects both eves. The visual 
disturbance i9 due to central scotoma. Vision ranges m>m i or i to 
•jjj^ or 2S, but not to complete blindness. It may improve and the pa^ 
tient may have paresis of the accommodation at the same time." 

"Hirschberg believes that these white spots owe their origin to 
changes in the finest blood-vessels ; as mentioned above the larger ves- 
sels appear normal. Their histology is not known." 
Fncilenwald reports a typical case. 



NOTES FROM OTOLOGICAL LITERATURE. 
By T. Melville Hardie, B. A., M. D. 

PROFRSSOR op LARYNGOLOOT AHD RHtNOLOOT, CRICAOO P08T-0RADUATB MRDICAL SCHOOL. 

De la 8urdit6 d^termin^e par le tympan ou les osselets dans Totite 
moyenne s^che, et des moyens d'y rem^dier. Par le Dr. C. Miot. 
Revue de Laryngologie, d^Otologie et de Rhinologie. 1891 Nos 15, 
16, 17. 

The operation of excision of the membrana tympani and of one or 
more ossicles is the last resort in the treatment of dry otitis and is 
practiced when other treatment has failed to give any result 

The operation is indicated : 

1. Whenever an artificial perforation of the drum head sensibly 
improves the hearing e. g, when the hearing distance for the watch is 
increased by the operation from 3 or 4 cm. before to 20 or 25 cm. after. 

2. When the chain of ossicles and the tympanic membrane have 
lost their mobility in consequence of fibrous and calcareous degener- 
ation of synechiae. 

3. Patients who generally receive most benefit from the operation 
are those afflicted with paradoxical deafness and perceive the diapason- 
vertex better in the deider ear. 

4. In cases of mono-auricular deafness mth tinnitus which tends 
to aff*ect the psychological condition of the patient. 

5. The operation is far from being urgent in those cases of one sided 
deafness without other subjective symptoms. 
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6. It is contra-indicated in all case? in which the subjective symp- 
toms have a nervous origin either reflex or central. 

Conclusions : The removal of the membrana tympani and of the 
hammer is sufficient in all cases in which the membrana is very much 
thickened and where the movements of the chain of ossicles are free. 

It is necessary on the other hand to remove the ambos as well where 
there is rigidity of the chain of ossicles and in all cases where one fears 
to see cicatricial tissue replace the membrana tympani. 

Unpleasant sequels© are unlikely if the operation is performed pro- 
perly. There sometimes supervenes an inflammation with a more or 
lees abundant secretion which as a rule quickly subsides, but persists 
in exceptional cases for several months. 

The result of the operation is in general very favorable as regards 
both deafness and tinnitus even in unlikely and long standing cases. 
The tinnitus is almost always diminished and disappears in the 
majority of cases ; the author has however seen it increased in one pa- 
tient. .The ,hearijig impiroves notiq^ably, sometinies in a remarkable 
fashion. For tlje purpose of producing a moist condition of * th^- mu- 
cous membrane, it if advisable to use, beginning some weeks after the 
operation and when all traces of hypersemia has disappeared, the follow- 
ing instillation : 

{tr. Iodine bisublimated . . . 0.01 

Liquid Vaseline . . .80. 

Four or five drops are to be used, at first everr second day, then every 
fourth or fifth day. The intervals may leter be increasect 

We have space for a word only about Miot*s method ; its distiiL- 
guishing feature is the leaving of a small pedicle of membrane in the 
middle line of the floor of the meatus while the other incisions are be- 
ing made. By the attachments above and below the drum-head is 
steadied. For a detailed description of the operation, possible com- 
plications and accidents, after treatment and case histories the reader 
is referred to the paper itself which is one of considerable merit. 

"Ueber Nerven atrophic im Inneren Ohre." Habermann Zeitschrifi 
fur Heilkunde xii., 4, 5. 

Habermann's observations showed that the atrophy was principally 
confined to the nerves distributed to the beginning of the basal turn 
of the cochlea ; only infrequently did it extend to the the middle turn. 
This corresponds with the observation mafle long ago that in high de- 
grees of deafness the perception for the highest notes of the scale is fre- 
quently the first .to disappear. It agrees also with Helmholtz^ theory 
as to the functions of the cochlea. The atrophy in cases such as these 
may be considered as due to lack of use ("atrophy of inaction") ; the 
intensity of the highest tones being generally speaking more limited, 
and further, that in the higher degrees of deafness obstacles to air con- 
duction e. g. the development of connective tissue in the neighborhood 
of the fenestraB, are more often present. 

The fact that the atrophy is a quantitative one was recognized by 
the marked decrease in the number of the nerve fibres. Evidences of 
degeneration were seen in only one case (Wiegert's Staining). The 
number of ganglion cells in Rosenthal's canal was also corresponding- 
ly diminished. 

To secure a basis for comparison and in order to estimate the aver- 



Digitized by 



Google 



72 L A R Y N r. L € Y AND R H I X L G Y . 

age size of the nerve bundle in the lamina spiralis, Habermann ex- 
amined them in fortv-six cases affected by . the most various diseases. 
In twenty -three the size was considered normal, a certain variation in 
the normal being admitted. The size was greatest in thirteen new 
born and children ; the remaining nine were ako young, the oldest be- 
ing thirty- eight. 

In eleven cases, with two exceptions over sixty years of age, the 
atrophy was found to be usually at the beginning of nasal turn of the 
cochlea. In these the probable cause was considered to be senile 
marasmus. 

In twelve cases there was general atrophy of various degrees, the 
ages were various and the diseases were alsoK)f no single type, but those 
which had evidently begun in the middle ear and haS extended to the 
labyrinth were the most common. In one case examination discovered 
absence of the aerve in the spiral turn with general atrophy toward 
the base of the cochlea. 

Habermann concludes that these changes in the nervous apparatus 
of the inner ear frequently occur, even if we have not always exact 
conclusions to offer as to their etiplogy. They are especially common 
after purulent inflammation of the middle ear. 



NOTES FROM LARYNGOLOGICAL AND RHINOLOGICAL 
LITERATURE. 
By M. D. Lererman, M. D., 

SURGRON TO THK NOSK ANO THROAT DKPARTMRNT OF THK YORKVai.F. HOSPITAL FOR DISKASKS OP 

WOMEN AND CHILDREN ; CLINICAL ASSISTANT TO THK THROAT DKPARTMRXTOP THB 

MANHATTAN KYK AND KAR HuSPITAL, ETC., NKW YORK. 

THE CURE OF ANJiMIA BY INTER-NASAL OPERATIONS 

The surgery of the nasal pa.ssao:es has lately taken proportions far 
greater than ever before, and, we doubt not, may have been subject to 
the exaggeration which falls to the share of all new worthy procedures. 
There is no doubt, liowever, that all considerable contractions in the 
air-admitling capacity of the nasal passtigc maybe, and often are, pro- 
ductive of harm. We note some recent researches made by Dr. H. 
Holbrook Curtb*, of New York, in which the benefit derived from intra- 
nasal surgical measures by patients suffering from the anaemia which this 
author considers as inseparable from nasal stenosis, is shown by spectro- 
scopeic examination of the blood, in reference to the amount of oxy- 
hsemoglobin contained before and alter the operation. He has found 
that after the operation there is a constant increase in percentrge of oxy- 
hsemoglobin contained in the blood, and concludes from his results 
that the increase of this substance is directly proportional to the relief 
which is afforded an impeded nasal respiration. 

These results are the more striking, since in only one of the cases 
treated by Dr. Curtis, were other remedial measures employed, and 
the cure of the ana?mia seems to have been directly attributable to 
the removal of the diseased condition of the nasal passages. The 
author states that patients should not be operated v;pon when blood 
shows, by spectrum analysis, lower than six per cent, of haemog- 
lobin. — The IntprnaUona I Journal of Surgery, Vol. iii, No. 2.) 
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Vol. 1. JANUARY, 1892. N 

INTRODUCTION. 

AVe think our readers will appreciate the a&signment of our av 
space to original papers and reports, rather than to extended inl 
tory editorial remarKs. 

We now wisK only to state that it shall be our aim and cai 
the Annals of OrnTHALMOLOOY and Otology shall assur 
maintain a standing at once, eminently scientific and thorough! 
tical. It is believed that the select class of busy practitioners by 
the Annals will be read, desire this union of science and usefuli 

Neither labor nor expense will be spared in improving the J< 
and maintaining its high scientific and useful character. 



Instructive papers on Medical Ophthalmoscopy and the Patho 
relations of the Eye, Ear, Nose and Throat to the general systei 
vice versa, will be presented in future numbers of the Annalj 
form that will be of infinite practical value to the General Surge 
Physician, as well as to the Specialist. 

Hereafter this Journal will contain, under the head of Pi 
-a complet€y systematic, and early review of the current Ophthalmol 
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NEW INSTRUMENTS. 



Laryngological and Rhinological literature of the world, 
T the following collaborators : Dr. B. E. Fryer, of Kansas 
[)rs. Casey A. Wood and T. Melville Hardie, of Chicago, 
'. M. D. Lederman, of New York. 



NEW INSTRUMENTS. 



rd Jackson is the author of a plain and inexpensive Ophthalmo* 
he has called the Polycunic. The simplicity of the instrument 
by the cut. 



series is furnished bv combinations of six lenses in two slides^ 

\ ol convex 1, 2, 3, 4, 6, and 12 dioptres; concave 1, 2, 4, 6, 10,. 

res. 

, contatning tiw lenses, are retained in position by a spnng stop. 

rcular tiltingjmirror. 

ral use tlie Folycunic Ophthalmoscope is as satisfactory as- 

3 high priced instruments. It is made by Mr. D. V. Brown, 

Street, Philadelphia. 



NASAL SCISSORS. 

ftclory and easy manner of removing turbinated tissue with seis- 
ed the instrument illustrated by the accompanying cut. 




« lecl to improvement after this cut was made, but it exhibits the 
The improved scissors as now made bv* Mesi^rs. George Tiemann 
ew York, and known as Dr. James P. Parker's Nasal Scissors, 
, and made as liglit as consistent with strength. The blades are 
. The. claws have transfixion teeth one-fourtli inch apart, the 
•ne-fourth inch from points of blades. The claws rest against the 
re not attached to them. The teeth translix the tissue before the 
5 blades come in contact with it. and the claw- bars spring, allow- 
3ors to close. The claws prevent slipping and holds the severed 
t is brought out. W the haemorrhage be profuse after the tissue 
uoved and the nasal cavity cleansed with hot water, a thin rubber 
ible size is passed well into the nans, by means of an Eustachian 
d distendecf with water by tying the mouth of the bag over a fill- 
ge. Traction is made on protruding end of bag and a string tied 
lar the nostril so that it disappears from view after the surplus 
)een cut away. The bag is perforated, usually on tlie second day, 
3 water to escape, after which the rubber remains in the nostril 
Lirs and is then removed easilv. 
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A SUGGESTION ABOUT PRISMS. 
By James Wallace, M. D., 

ASSISTANT OPHTHALMIC SURQROK TO THB UNiyBBSITT HOSPITAL PHILA- 

The conflict of opinion, in regard to which shall be the standard of 
comparison in prismatic lenses, still wages with undiminished vigor, 
in despite of the fact that to the centrad has been awarded the prefer- 
ence, by so august a body as the American Ophthalmological Society. 

The prolonged discussion of the subject of prisms, by men of original 
thought and mathematical ability, has served to make clearer in the 
minds of all ophthalmologists, the actual value of prismatic lenses in 
deviating light, and their relative values to convergence, and the de- 
centering of spherical lenses. It can hardly be expected that any ideal 
prism, such as the centrad or prism dioptre, can ever exist outside of 
the ophthalmologist's office, for the reason that the burden of calcula- 
tion, would necessarily be thrown on the optician, whose business is 
to make glasses according to the pattern of his tools, and not to base 
them on their deflection of any particular ray of the spectrum. It is 
true that the optician can pick over his prisms, until he finds one which 
will deviate light .01 of the radian, but when he ha^ a spherical to 
grind on one surface and a cylinder on the other, there is no method 
by which he can combine a prismatic lens, excepting by grinding the 
two surfaces at a definite an^ie to each other. It is strictly the province 
of the oculist to diminish or increase the power of such lenses, by de- 
centration. While it is true that a prism of 10 centrads, over one eye, 
produces exactly the same deviation as two prisms, of 5 centrads each, 
placed one over each eye, with their bases 0{){)0site to each other, yet 
in practical work, with one eye covered by a prism base down, for ex- 
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ample, to produce vertical diplopia, if it is required to measure the 
horizontal deviation of the visual axes, and the degree is higher than 
that of any single centrad prism in the trial case, two centrad prisms 
must be placed together over one eye, in order to correct the deviation ; 
such a combination is not equal to the sum of the centrads employed, 
as the following will show, this demonstration is also applicable to the 
prism dioptre. For the sake of convenience, I will make use of the 
careful tables of Dr. Randall, which were presented at the last meeting 
of the American Medical Association. We will assume a case where 
the deviation of the two visual axes is corrected by placing over one 
eye, two prisms, one of 10 centrads and the other of twenty centrads,. 
with their bases together. 

The combination does not equal 30 centrads but 35 centrads : 
10 c. r. equals (Dr. Randall's table) refracting angle of 10°. 39 
20c.r. " " 19^45 



29°. 84 
Fig. 1. 




35 centrads equal 29°. 72, which is almost exactly equal to the 
aforesaid combination. Placing the two prisms together by corres- 
ponding faces, in the position of minimum deviation, we have a prism 
of 29°. 84 refracting angle, equal to 35 centrads. As the disparity 
between the refracting angle and the deviation, rapidly lessens, as the 
refracting angle increases,(with the lower degrees of prisms, the relative 
value of the two, is nearly the same, (J) ) it is with the higher numbers 
that the importance of this relation deserves recognition, the higher 
numbers of prisms are not found in the trial cases, therefore they must 
be produced by combining two or more prisms of lower degree. The 
figure shows a deviation produced by two prisms placed together. 

"Brevity is the soul of wit" because the aouteness of mental 
perception becomes dimmed, by being too long held in suspense ; clear- 
ness of comprehension, requires terseness in description and harmony 
between the idea and the character which designates it. 

To facilitate the rapid transcription of ideas, they must be divested 
of all unnecessary phrases. The sign D. indicating dioptre, is not 
essential to a formula for glasses and is generally omitted. A simple 
method of designating prisms, which is somewhat picturesque in it 
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form and which enables the oculist to see at a glance what he has or- 
dered, and prevents the possibility of a mistake from the misuse of such 
unimportant words, as in or out ; up or down ; is to adopt as the symbol 
for a prismatic lens, a triangle, the direction of the base, indicating 
the relation which the prism bears to each eye and the number of the 
prism to be placed inside of the triangle, thus : 

Fig. 2. 




Figure 2 indicates a prism of 2° over each eye with its base toward 
the nose. 



Figure 3 indicates a prism of 3 
base towards the temple. 




before each eye, with its 




Figure 4 indicates a prism of 3° before each eye. with the base 
downwards over the right eye and upwards over the left 

Fig. 5. 




Figure 5 indicates a prism of 2° with its ba?e upwards over the right 
eye and downwards over the left. Appended will be found a table 
giving the deviation produced by a single prism, with its base situated 
obliquely to the horizontal or vertical meridian, equal to the combined 
effect of two prisms, with their bases at right angles to each other. 
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For the benefit of those who dispute the equivalency of the oblique 
single prism, to the combined prisms, we also insert the following sim- 
ple expressions : 

Fig. 6. 




Figure 6 represents a prism of 1° over each eye, with its base towards 
the nose and a prism of 2° over each eye, with the base downwards, 
over right eye and upwards over left eye. 

Fig. 7. 




Figure 7 represents a prism of 2° over each eye, with the base down- 
wards over the right eye, and upwards over the left eye, combined with 
a prism of P over each eye, with its base towards the temple. 

Fig. 8. 




Figure 8 represents a prism of 2° over each eye, base upwards over 
right eye, base downwards over left eye, combined with a prism of 1° 
over each eye with its base towards the nose. 

Fig. 9. 




Figure 9 represents prism of 2° base upwards over right eye, base 
downwards over left, combined with a i)rism of 1° over each eye, with 
its base towards the temple. 
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The angle of a pnsm may be measured od a circle, by the arc in- 
'tercepted between its two sides when the edge of the prism passes per- 
pendicularly through the centre of the plane of rotation. A prism 
presents its greatest refracting angle to rays which pass in a plane per- 
pendicular to its base, for rays which pass in a plane parallel to the 
base, the refracting angle is 0. Intermediate to these two directions 
iliere are numerous others in which the refracting angle is somewhere 
between and the angle of the prism but the value is not proportion- 
^ to the angular distance between these two principal directions. 

Fig. 10. 




These secondary angles can be measured on a portion of a sphere 
whose diameter coincides with the edge of the prism. The portion of 
a sphere included thus between the two sides of a prism, is called a 
spherical ungula. In the figure 10, the prism P coincides by its edge 
with the diameter T S of the sphere T H E S. The radius R T of the 
sphere equals the radii R H and R E respectively, which intercept the arc 
H E, equal to the angle of the prism. If the base of the prism H E is now 
rotated so that I J will correspond with the horizontal plane and X W 
with the vertical plane, the problem is to find the values of R I J and 
L N W ; or if the values of R I J and L N W are given, as is usually 
the case, then we wish to know the value of P, and the angle of rota- 
tion, T I or H N. T 1+8 N=rH I+H N=:90°, since the vertical and 
borizontal diameters are 90° apart. From I we draw I K per[)endicular 
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to T R, I K=Sin ang. rotation. From N we draw N L perpen- 
dicular to R S. N L equals cos ang. of rotation. I N=90°, T I+N S 
=180—90=90°. N S=90— T I, complement of arc T I. 

With I K as a radius we describe the arc of a small circle I J, its 
chord, is equal to the chord of the great circle whose radius is R I. 
The arc I J, of the small circle K I J is equal to the arc H E of the 
great circle R H E because they are both intercepted by the sides of 
the prism and their radii are perpendicular to the edge of the 
prism. The circles are therefore proportional to the radii of curvature 
and consquently : 

Chord I J : chord HE,:: sin ang. rot. : 1 

Denoting the angle of rotation by r 

Chord 1 J=chord H E (sin r) 

IJ is also the chord ot the arc RI J whose value we wish to find. 

The chord is equal to twice the size of half the arc. Denoting the arc R I J 
by a, and the arc R H E by P, 2 sin i a=2 sin i P (sin r). 

Sin i a=8in iP (sin r). Formula 1. 

In the same manner, representing R N W by b, we have 

2 sin bs2 sin ^ P (cos r) 

Sin i b=«in J P (cos r) Formula 2. 

Dividing formula 1 by formula 2, we have 

Sin i» a gin >i P (sin r) ain r 

Sin >i b sin H P (cos r) cos r~~ ° 

Tang- '=.t-s; Formulas. 

The values of a and b are usually given ; we therefore obtain first the value^ 
of r ; the value of P may then be obtained trom formulas 1 or 2. 
Sin i a=:sin i P (sin r). 
Sin J P=?i^Ji» 

»in r 

Mr. Maddox in his book on prisms has a formula for obtaining the val- 
ue of a single prism which combines the effect of two prisms, by rotating 
the base to a certain angle, and the formula for obtaining the angle of 
rotation. The refracting angle of the singlejprism is represented by R, 
the angle of rotation by r, the prismatic angle in the vertical meridian 
by V, and that of the horizontal meridianlby H. 

His formula, sin R^= Fsin^ V+sin^ H» gives the degree of the prism 
necessary. 

His second formula, sin t=.^^ gives the angle of rotation. The re- 
sults are the same as with the other formulas. 

In rotary prisms the value of the prism (in the vertical meridian for 
example) when the base has been rotated 15° or any other angular dis- 
tance from the vertical may be found by the following formula : 

Sin i resultant prLsm=:(sin i prism cos. ang. rotation.) 

In the table which is appended the angles of rotation given, if less than 
45°, refer to the di.-tance the br.se is rotated from the position in which 
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the stronger prismatic effect is to be obtained. If greater than 45°, 
they refer to the position in which the weaker prismatic effect is to be 
produced. 
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CASE OF CONGENITAL, BILATERAL EXTERNAL OPH- 
THALMO-PLEGIA AND CONGENITAL BI- 
LATERAL FACIAL PARALYSIS. 

By Dr. B. E. Fryer. 

KAK8AB CITY, MO- 

This case is one which has interested me very much and I can only 
regret, that on the two occasions in which I had the opportunity of 
seeing it, that the time did not allow my obtaining all the points in 
regard to it that I wished. 

The patient, H. B. a young man 16 years of age, was sent me by Dr. 
Simmons, of Lawrence, Kansas. The following points in reference to 
the eyes were noted. 

There is well marked epicanthus. The eyes are directed straight 
forwards — their axes parallel. There is inability to move either eye 
outwards, and this is so both as a conjugate movement when its fellow 
should be rotated inwards, and also this inability to move either eye 
outward its fellow being covered. Vertical movements of the eyeballs 
are possible, but do not seem to be complete. Movements of either eye- 
ball inwards in convergence on objects brought near the face are in- 
completely possible with both eyes open ; but turning either eye inwards 
is completely impossible with ite fellow covered. Conjugate lateral 
movements therefore are impossible — the patient turning the head 
always and not the eyes when endeavoring to obtain a view of objects 
passed before him. While reading the patient moves his head or his 
book laterally so as to keep the type as nearly in the median line as 
jx)6sible. The eyeballs present externally no abnormal appearance — 
they do not protrude nor are they recedent as to the orbit. The pupils 
are normal in every regard. 

The patient is highly myopic — the optic discs are apparently smaller 
than normal but there is no choroidal absorption as is so frequently 
found in high degrees of myopia — which in this case is 10. D. 

Vision without glasses=R ^^. L. counts fingers at 12 feet. 

The points observed in regard to the facial paralysis were as follows : 

Patient can only partially close the eyelids. None of the muscles in 
use giving facial expression seem to have power if they exist. Or rather 
there is no change of facies from time to time. Laughing is had more 
from vocal sound than any drawing of the mouth. Words are thick 
from inability to properly emit them through the lips. Labial sounds 
are imperfect — unpleasant — the gutterals taking their place largely. 
The cheeks are hollowed — the buccinator muscles are paralyzed if they 
exist — and this would seem to confirm the idea that the buccal muscle 
is enervated by the facial and that the branch to this muscle from the 
fifth pair is sensory and does not contain motor filaments, the latter be- 
ing furnished by the facial. There is difficulty while talking in pre- 
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ventmg saliva from flowing from the mouth. 

Mr. B. is physically defective also in that his right hand is wanting 
and the whole right upper limb is of less length and girth than its 
fellow. 

The tendon reflexes are normal. 

The patient is very bright and intelligent as shown by his replies 
and from the fact that he is first in his class in the High School at 
Lawrence. 

The conditions above stated have existed I am informed by the 
father from birth. 

The points of interest in the case are the external ophthalmoplegia 
and the partial facial paralysis. The various mitecles if they exist are 
inert. The nerves supplying these muscles with motor influence are 
the 6th and 7th pairs. As the paralytic symptoms have existed from 
birth it is a fair inference I believe that the cause is to be found in the 
absence of the 6th nucleus on each side and also in the more or less in- 
completeness of the 7th nucleus. 

When we refer to the location of these nuclei we shall see their juxta 
position in the pons. 

It will be remembered when describing the symptoms it was stated 
that no conjugate eye movements laterally (which required the use of 
the ext. recti muscles,) were possible when the eflbrt was made with its 
fellow closed or open ; but that convergence is possible when an object 
is brought near the eyes — the object being held near the median line. 
The eyes return to an axis nearly if not quite parallel when the object 
is removed. 

Kow Daval. Labord Graux and Landouzy have asserted that the 6th 
nucleus is the reflex center "presiding over that complex of automatism 
by which the eyeballs, head and neck move harmoniuosly in concert." 
As to whether this is correct as a whole I will not now discuss, but 
theie is good ground for believing that in so far as conjugate move- 
ments of the eyeballs are concerned this would seem true, viz : that in the 
6th nucleus resides a control which may be, first, either purely reflex 
or automatic, or secondly, it may also be the centre through which the 
voluntary impulse, the stimulus originating in the cortical centers is 
transmitted resulting in the one of automatic and by the other volun- 
tary conjugate lateral eye movements. 

In support of this I would mention the case of Dr. A. Hughes Bennett 
and Thos. Savill reported in the July 1889 number of Brain, In that 
case there was diagnosed a lesion confined to the left 6th nucleus and 
this was confirmed post mortem. The symptoms were permanent con- 
jugate deviation of the eyes and head to the right with impossibility of 
conjugate eye movements laterally — but with perfect lateral movements 
of the right eye, the left being closed. Convergent movements were 
possible with both eyes open. 
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A NEW TEST FOR THE OCULAR MUSCLES. 
By Dr. S. J. Bumstead, 

OP DKCATCR, ILL. 

The Geneva Optical Company, has lately introduced to the profes- 
sion a cheap and very simple contrivance, the invention of Mr. Ridge- 
way, for the purpose of testing the state of equilibrium of the ocular 
muscles. No doubt most of the oculists in the United States are already 
acquainted with this simple instrument, but the belief that all have not 
had their attention called to its peculiar excellence, must be my excuse 
for calling attention to it in this manner. The instrument consists of 
a half cylinder of glass about i of an inch in length, which b fastened 
on a hard rubber disk that is rimmed to fit the trial frame. The disk 
has a slit 4 mm wide, over which the segment of the cylinder is fasten- 
ed. This constitutes a prism, or rather an innumerable series of prisms, 
which instead of throwing one image upon the retina of the eye before 
which it is placed, throws so many of them, that lapping as they do, 
they form a continuous band of light, when a candle or a point of light 
is used as the object. * 

If a candle is placed at 20 feet, or a small aperture in a black card 
before the window, and this instrument is held horizontally before one 
eye of the patient, a band of light will be thrown vertically upon the 
retina, and will be projected outward to such an extent as to reach al- 
most from the floor to the ceiling. If it is held before the right eye, 
and the band of light is to the right of the candle, esophoria exists for 
that distance, and in amount equal to the degree of the prism base 
out, that is found necessary to make the band of light pass vertically 
through the candle flame. If it is to the left of the candle, of course 
exophoria is present, the extent to be determined as before, but with 
prism base in. When testing for possible hyperphoria, the half cyl- 
inder must stand vertically before the eye, when the streak of light 
will ran horizontally across the room, through the middle of the flame 
if there is equilibrium of these muscles. In this case also, prisms held 
before the eye base up or down, will measure the vertical aberration 
when it exists. For the near test with this instrument, I use a black 
line between 2 and 3 mm in thickness and nearly 5 centimeters long, 
upon a white card. This is held vertically and opposite the meridian 
line between the two eyes, at the ordinary reading distance, and if 
there is equilibrium for this distance the line is simply extended to the 
upper and lower borders of the card ; if the muscles are not balanced, a 
second line will be seen either to the right or left of the real one. 
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Prisms, base in or out, will also give the degree of aberration at this 
point ^ 

The fact has frequently been deplored that we had no better test than 
the old one of a prism of 8 or 10° base up or down, before one eye, for 
it has already been suspected that this has the effect of so thoroughly 
deranging the muscular balance as to vitiate the result, and often to 
induce a lateral deviation that is but momentary. This suspicion be- 
came very much strentghened in my mind, when I noticed the im- 
pres3ive manner with which Dr. Stevens dwelt upon the mischief to 
the lateral muscles, that the least degree of hyperphoria produced. 
He also earnestly expressed the hope, that a new method might be 
found that would be free from the disturbance of the old one. It 
seems strange to me for these reasons, that Dr. Stevens has not suspect- 
ed that some of his cases were manufactured by the artificial hyper- 
phoria thus produced. 

I believe that the ideal test free from these disturbing influences for 
which Dr. Stevens longed, has been found ! 

It occurred to me from theoretical considerations, that there should 
be a difference, much in favor of the continuous line of images thrown 
upon the retina, over the single one that all prism tests introduced. 
With the single image impinging upon one spot of the retina, the eyes 
will seek to overcome the annoyance of the vertical diplopia, and will 
thus frequently bring into existence decided lateral deviations that are 
purely artificial. But with the continuous band of light, or succession 
of images of the candle flame, the eye gives up the case as hopeless, 
there are too many of them, the struggle seems to be given up in a 
moment, and followed by the normal position of rest of the ocular 
muscles, bringing to light their true relations. I have already tested 
a number of cases with this instrument, and at present I am strongly 
inclined to believe the above explanation to be the correct one. I have 
often found that the old test, prism 10° base down, would show a high 
degree of esophoria or exophoria at one-half meter and at 20 feet, when 
the Ridgeway test would show a normal equilibrium of the muscles. 
I have found no case where the method of Schiotz for instance, re- 
vealed less than the Ridgeway test, but it too often shows a higher de- 
gree than the new instrument brings to light, and sometimes a consid- 
erable degree, when the Ridgeway test demonstrates equilibrium. 

I believe therefore, that I am justified in expressing the fear that 
when the old tests are depended upon, many persons have prisms 
prescribed for them who really do not need them, and I am skeptical 
as to the value of prisms, when there is no strong tendency to devia- 
tion. There is still another use for this little instrument in which, 
it seems to me, it is likely to excel all others. I refer to the recogni- 
tion of diploj)ia in cases of strabismus, or in eyes unused to binocular 
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vision. My experienco in these cases bos been limited, but in all F 
have examined since I have had this instrument, the recognition of' 
the streak of light has been prompt and decided. In one case, that of' 
a young man of 20, the right eye had had convergent strabismus in 
early life, and had been operated upon many years before. I could se& 
that some degree of convergence still remained. This eye was amblyo- 
pic and had h3rperopic astigmatism needing the following : +16 3+ 
16c 90°. Without this glass this eye had vision=^^, after correction 
fj. He had never had binocular vision or diplopia, had never been 
able to get any result from use of the stereoscope, yet the Ridgeway 
test promptly gave the result expected and proved his remaining con- 
vergence to be 12°. 

In another case, where the the complaint wes of asthenopic symptoms 
on close work in a young man. it was evident at a glance that the left 
eye stood higher than its fellow. Only at rare intervals had he momen- 
tarily seen objects double, visual acuity the same in both eyes. Upon 
covering one eye no movements of fixation could be detected. Upon 
producing lateral diplopia by placing a strong prism base in before the 
right eye, (normal eye) no difference in the height of the double images 
was recognized. But the moment the Ridgeway test was employed 
holding it vertically before the left eye, the band of light was seen at 
the base of the candle flame, proving that this eye stood above its fel- 
low, and yet in degree it only equalled that of a prism between 1 i and 
2°. In another case I found esophoria of 2° at 20 feet by this test, 
and equilibrium at 15 inches. As this patient overcame a prism of 9** 
base inward, and one of 38° outward, I did not believe the ocular mus- 
cles were out of equilibrium, and omitted prisms in my prescription. 

I can therefore warmly commend this instrument to the profession as 
a valuable addition to our armamentarium in all that concerns the oc- 
ular muscles. It will at least prove valuable as a method of control, 
and I should hesitate to prescribe prisms in a case where this test pro- 
claimed the muscular balance to be normal. 

This test is said to involve the same principle as the Maddox rod 
test, but as I am not familiar with the latter I cannot speak positively 
upon this point. However, as we are not concerned so much about 
who first discovered the test, as we are about its reliability and itB 
adaptation to our puri)ose, we can easily allow all such questions as. 
priority of discovery, to be settled hereafter. 
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AN IMPROVED METHOD OF ATTACHING BULLER'8 

SHIELD. 

By E. M. Marbourg, M. D., 

PCKBI.O, COLO. OCULIST AND AUBIST TO COLORADO NUTB AND BLIND SCHOOL, ETC- 

The difficulty of securing constant adhesion of the plaster of a 
Buller s Shield, especially upon the nasal side, is a constant menace ta 
the integrity of the sound eye. 

W. T. Holmes Spicer, of the Royal London Ophthalmic Hospital, in 
his analysis of one hundred and fifty-eight cases of Acute Purulent 
Ophthalma* says : 

"It must not be taken for granted that because the shield is there, the 
occluded eye is safe. Cases (1, 16, 28, 100, 117, 126,) in which the 
second eye became inflicted, although the shield was worn, show that 
the shield was not an absolute protection. 

No doubt the inoculation was due, in every case to inefficient appli- 
cation, or to a loosening of the attachment of the shield, but if it can- 
not be kept proj erly applied at an ophthalmic hospital, it will, proba- 
bly be less efficiently done elsewhere. 

It vi difficult to H(cn re comtant adhemon of the plaster, which gets mots- 
toted by the appliedtions to the other eye, and its inner border detached. 

Attention should be constantly directed to this, the iceakeM point in the 
annaur of defense ^ 

That moisture is the enemy of all adhesive plasters, is a fact that 
every surgeon has thrust upon him as a daily occurrence, especially in 
Purulent Ophthalmia, where frequent applications of cleansing lotions 
must be made to the infected eye, their action at the same time loosen- 
ing the shield. 

The microscopic gonococcus finds its way beneath the loosened edge 
of the plaster of the shield and the eye that we have been laboring day 
after day to save from infection has become inoculated. 

The shield, now no longer of use, is cast aside. 

It occurred to me, while making a Buller's shield for a patient, that 
the edges of the shield could be more securely attached to the skin, by 
means of, in addition to the rubber plaster, a combination of absorb- 
ent cotton and collodion. 

The shield is attached by means of the pla-^^ter in the usual manner, 
then along the e<lges extending about a half an inch upon the plaster 
and the same ufon the skin, a thin layer of absorbent cotton is placed. 
This must be especially attended to upon the na-al side of the shield, 
the cotton extending well down toward the infected eye. 

The lower edge of the shield can be left open for ventilation, as sug- 

•R L. O. n. Rep., Vol. siii, pajre 218 
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gested by Dr. Buller. The cotton is now thoroughly moistened with 
collodion, and the edges smoothed down, so that the adhesion to the 
skin and plaster be complete. 

After the colodion has dried another coat should be applied with a 
camel's hair brush. Upon drying, the cotton and collodion assume an 
appearance similar to that of the layers of a silk worm coccoon. It is 
tough, pliable, readily adapting itself to all positions, and above all, it 
resists water. Only energetic rubbing will cause the edges to fray, and 
this can readily be corrected by brushing a fresh layer of collodion over 
the cotton. This combination, (collodion and cotton.) unlike collodion 
alone upon some tender skins, does not produce any irritation. 

With this method of applying Buller's Shield, I have had no diffi- 
culty in securing the sound eye from infection, as in no case where it 
was applied did the shield become loosened, by moist applications or 
otherwise. 



THE PRELIMINARY AND AFTER-TREATMENT IN 
CATARACT OPERATIONS. 

By L. Webster Fox, M. D., 

PHILADKLPnU. 

Cataract operations are usually successful. In olden times, and I 
may say that up to a very recent date, the general surgeon performed 
such operations ; but the statistics of that day show that the percentage of 
success^ were much lower than they are to-day. There are several rea- 
sons for this. I can't say, however, that we are better observers, nor have 
we improved upon our selection of cases ; for any one conversant with 
the writings of Sichel, Desmarres, Ware, Lawrence, Mackenzie and 
others, must admit that these surgeons were exceptionally keen in 
noting dyscrasias in their patients. There is no doubt that we have 
improved upon our hygienic surroundings. That we give more atten- 
tion to the preliminary' and after-treatment, goes without saying, and 
again the young student who aspires to the dignity of a thorough 
ophthalmic surgeon, seeks training in the most advanced schools of 
medicine and of talented instructors ; keeping his hands con- 
stantly trained by operating upon hundreds of pig's eyes, thereby de- 
veloping courage and dexterity. Is it to be wondered at that our re- 
sults of to-day are better than those of fifty years ago ? Every careful 
surgeon keeps his hand in training by following up the precepts above, 
and if he does not, let him try operating on pig's eyes and watch the 
development of the cunning of his hand. Having trained one's hand, 
the next thing to do is to make a general survey of his patient, inquire 
into his habits, occupation and ancestral trails. I mean by this, wheth- 
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t r there existed gout, rheumatism or syphilis ; then follow by a care- 
ful examination of the urine as to quantity and quality. If pathalogi- 
cal changes are found, correct them before performing an operation, for 
one unsuccessfui operation injures a beginner more than ten good re- 
sults do him good — patients always expect to he given sight. A strict 
diet should be furnished, meats lessened abd vegetables increased, tea 
and coffee forbidden, natural waters drunk, especially those rich in 
*ar8enic and lithia. One week previous to the operation, the eye should 
be bathed twice daily with hot water and followed with lotion boracis 
and the night before the operation an ointment of hydrargyrum applied 
over the brow of the eye selected. 

The blood must be defibrinated and made strongly alkaline which 
is best brought about by the internal remedies of hydrarg. bichloridi 
and potass, iodide pushed just beyond their tonic effect. 

These preliminary preparations seem many but we must not forget 
that we have an eye at stake and "an ounce of prevention is worth the 
pound of cure." 

Just before the operation the eye ball should be thoroughly cleans- 
ed by the aid of the hydrostatic eye douche ; (Fig. 1,) which I have 

Fig. 1. 




found to answer the purpose exceedingly well. The details of an oper- 
ation must be carried out neatly and quickly, the surgeon should also 
be ambidextrous. The knife must be grasped lightly yet firmly. Any 
method of operation may be selected. Let the puncture and counter- 
puncture be made, but when thejknife is withdrawn let it be done with 
one sweep, so that the blade will pass through the tissues without 
causing a jagged edge, which is almost inevitably connected with any 
sawing movement. Whether we perform an iridectomy or not depends 
upon the operator : The ideal operation in our bright climate is the 
one without an iridectomy, but it is difficult to perform. The danger 
in this operation lies in the prolapse of the iris aAer the lens is deliver, 
ed. Any remaining cortical debris can be washed out of the anterior 

•I ftlwavB give the Virginia Araenio Bromide ani lithia waisft (Crockett Warm Springs.) 
Sbawsvine, Va. 
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chamber with safety, by placing the point of a bulbar shaped syringe 
against the lips of the wound, ai.d gently forcing an aseptic stream into 
the chamber. If the iris becomes lodged in the wound it may be re- 
placed by a small Daviel's spoon. A drop or two of atropia solution 
(gr. iv to 5j) is then applied to the eye, eserine, in the simple extrac- 
tion or without the iridectomy. The preparation of eye dressing 
always takes considerable time and their adjustment is not always 
satisfactory. 

I have recently devised two kinds of eye-pad.^, which have given ma 
the greatest satisfaction. They fit comfortably and evenly Jto the face, 
being held in place either by adhesive strips or a knitted bandage, and 
in applying them much time is saved and an exceptionally smooth 
bandage obtained. 

Fig. 2. 



Fig. 2 fits closely over the eye ball and consists, first of a lining of 
antiseptic gauze, then a layer of cotton, next a linen sheet and lastly 
the white gauze for the external covering. 

The texture used in the larger pads, 8, is of two kinds, one with 
white and the other with black linen sheeting. The size of these pads 
is six and a half bv three and half inches, all being hydronaptholated. 

Fig. 3. 



The eye is allowed to rest for twenty-four hours when the puds are 
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replaced by fresh ones. I have observed in many cases that on the 
third day a slight conjunctivitis may develop, when it does, it 
is better to dispense with bandages for at least two hours daily, 
merely protecting the eyes from excesnve light by smoked glasses. 
In not a few cases we are obliged to protect the eye from the patient 
himself by a thin wire netting — the one after the Vienna model is the 
best. It is not necessary to use this protector on intelligent individu- 
als, but among the ignorant, especially hospital patients who will in- 
sist on meddling with their vision. As regards the amount of light 
to be admitted into the room, one should always be governed by the 
surroundings. I do not believe in dark rooms, the light must be so 
modified that any one entering a room, should be able to find his way 
about without danger. After five days all bandaores may be dispensed 
with, and in some cases even as early as the third day. 

The afl^r treatment of cataract cases is not complete until glasses 
are prescribed. Authorities differ as to the time when such glasses 
may be given to be worn constantly. Here a^ain each case is a law 
unto itself As a rule distant glasses are given at the end of four 
weeks, those for reading or near work two weeks later. Certain in- 
dividuals will not bear a full correction at first ; they become dizzy 
and fail to measure distances, for such patients, half the strength of 
their full distant correction will give satisfactory results ; the full cor- 
rection to be given later. In my next paper I shall speak more fully 
on this topic and also of recurrent capsular cataract and its operative 
treatment 

VVA Walnut Stbkkt. 
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OX THE VALUE OF ACCURATE TESTS OF HEARING, 

IN THE DIAGNOSIS OF CERTAIN EAR 

AFFECTIONS. 

By Oren D. Pomeroy, M. D., 

SCRGKON MANHATTAN BYK AND KAR HOSPITAL ; PROK. OTOLOGY N. Y. POLYCLIjflC, KTC- 

In chronic middle ear catarrh the diagnosis of obstructed Eustachian 
tube is not always readily made. Inflation may be often easily accom- 
plished, nay, the tubes may be in such a state as to admit of pa.ssage of 
air into the drum cavities more readily than when in a normal condi- 
tion, and yet the patient may be suffering from the failure of the Eu- 
stachian tubes to supply an adequate amount of air to the drum cavi- 
ties. This point is determined by tasting the hearing, and contrasting 
it with that found after inflating the drum cavities ; naturally the pro- 
per amount of air only, must be injected into the cavities, and if any 
excess is thrown in, it should be removed by methods known to all 
aural surgeons. If the hearing is improved it is fair to infer that there 
was insufficient air supply to the tympanum due to impaired functions 
of the Eustachian tubes. A few exceptions exist to this projKjsition ; 
hearing may be augmented by inflation in some cases where the tube 
is doing its part well — the membrane may be sunken, the stirrup may 
be impacted in the oval window, the tendon of the tensor may be short- 
ened and draw the membrane inward, or there may be intra-tympanal 
adliesions drawing the membrane towards the promontory ; the hearing 
may be much improved temporarily by forcing air into the tympanum 
with some violence, thus causing a sunken drum head to approach 
nearer to the normal position. If now the patient makes any move- 
ment which opens the Eustachian tube, the air escapes from the cavity, 
and the previous hardness of hearing returns. Inspection of the drum 
membrane even by the most expert observer cannot determine certain- 
ly whether the drum cavity is properly supplied with air. I know 
what a rash statement this seems to be, but I can confidently call on 
any Otologist of experience to confirm this assertion. If a given drum 
• membrane were previously absolutely normal, and it should suddenly 
bacome . sunken from tubal obstruction, the appearance of the light 
spot, the short process, the malleus handle, etc., would undoubtedly 
indicate the fact, but this condition is seldom found ; the signs of sunk- 
en membrane being almost always of such a nature as to make it im- 
possible to determine whether they pointed to a present or past condi- 
tion. I maintain, from many observations, that if a drum membrane 
has once been sunken for a considerable period, that the appearances of 
faulty position may always remain. 
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Again, I have made the statement at the N. Y. Laiyngological So- 
ciety that it could not be determined ydth any certainty as to whether 
the drum cavity was properly ventilated, by inspection alone of the 
faucial orifice of the Eustachian tube. One year afterward a distin- 
giiL<»hed member of the same society publicly stated that since my 
>tatement he had frequently inspected the orifice of the Eustachian 
tube and had found ear trouble where the tube looked normal and no 
ear symptoms where there was apparently considerable trouble with the 
Eustachian tube. Another symptom of ear disease not clearly indica- 
tive of an exact condition, is a stuffed feelino^ in the ear or a feeling of 
something veiling or covering the ear. Impacted cerumen or any- 
thing that acts obstructively in the outer meatus, as aspergillus ex- 
zematous exfoliations, etc., it is true, may occasion this symptom, but 
it is more likely to arise from hypersemia of the drum cavity or sunk- 
en drum membrane. If dependent on the latter the hearing will be 
noticeably improved by inflation. If depending on the former the 
hearing will be unaffected by inflaticm and it will be found that leech- 
ing or cupping or hot applications or other means for diminishing the 
hypersemia of the drum cavity, will at once improve the hearing. In 
the deafness from overdoses of quinine and other remedies having a 
similar action, the exact condition of the organ may be determined by 
tests for the hearing. Sometimes there is only hypersemia about the 
orifice of the Eustachian tube which may be proven by the hearing 
test before and after inflation — that is, providing the hearing be im- 
proved by the inflation ; if the trouble is hypersemia of the drum 
cavity the improved hearing after the subsidiance of the congestion 
would suflficiently indicate this fact. In some cases there is reason to 
believe that the labyrinth is involved. 

The hearing then might be moderately lowered, with weakened bone 
conduction, or in rare cases there might be nearly complete loss of hear- 
ing for both aerial and bone conduction. I have however never met 
with the latter condition. 

In aural vertigo^ the pathogenetic factor is often arrived at by the 
hearing tests. The simplest condition is that of pressure on the laby- 
rinthine mechanism from sunken drum membrane. It will follow from 
what has already been said, that the test for the hearing before and 
after inflation would determine this causation of vertigo. 

The improved hearing from the removal of any obstruction in the 
meatus or drum cavity would remove a possible cause of vertigo and 
act as a diagnostic. The same obeervation would obtain in hypersemia 
of the drum cavity. 

In Hnniius aurittm we very soon obtdn a hint as to a possible causation 
by^^lfViQgtefit; ifjitdepeiulaonaunlKea drum nMiibrane the in- 
flation that improvee the hearing relieves the tinnitus. The tinnitus 
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dependent on hypersemia of the tympanum may also be determined 
by the hearing test as before stated. 

In this place I would say a word as to what constitutes normal hear- 
iiig. I know of no absolute test for normal heai i ig. In my book on 
The Diagnosis and Treatment of Diseases of the Ear, I have referred 
to the case of a physician who complained of defective hearing and a 
stuffed feeling in his ears. On examination I found that an ordinary 
48 inch watch could be heard at 25 inches. I then inflated his drum 
cavities and the hearing rose to 85 inches. There was no redness of the 
drum membranes, but some hypersemia about the pharyngeal open- 
ings of the Eustachian tubes indicated the nature of the trouble. 

From this and other experiences I am led to believe that all the 
hearing to be got out of a given case is not more than normal. This 
observation is especially valuable when testing the two ears of a patient ; 
if one ear has less hearing than its fellow it is below the normal. It 
is particularly valuable in patients who have been informed that there 
was nothing the matter with their ears; th6 drum membranes show 
so few signs of disease that the most expert examiner might be pardon- 
ed for overlooking evidences of disease ; the throat and Eustachian 
tubes may reveal no disease, yet the patient has some abnormal sensa- 
tion about the ears ; when careful examination of the hearing is made 
the watch may be heard perhaps 20 inches with one ear, but with the 
other only 15 inches. On inflation, even both ears may be improved, 
proving conclusively that disease of the ears existed. This would be 
especially true if the ear symptoms disappeared after the treatment. 
It is curious to note that in two cases like the following, the same re- 
sults obtained : The first could hear the watch 15 inches before inflation 
and 18 inches aft;erwards. The disturbing symptom was a stuffed feeling 
in the ear with some tinnitus. These were promptly relieved by the 
treatment. The other case had almost the identical symptoms, which 
were relieved by inflation, although the hearing was only 3 inches for 
the watch before inflation and 4 inches afterwards. In each case the 
trouble depended wholly upon pressure from a sunken drum membane. 
In impacted cerumen the tests for hearing give us a diagnostic hint. 
Naturally we expect in a majority of such cases some lowering of hear- 
ing from the chronic aural catarrh which so often exists in such cases, 
but not always. 

Aft^r the removal of the cerumen the hearing may not be at its 
best, when inflation may improve or perfect it. This depends on sunk- 
en drum membrane, caused by pressure of the cerumen, on the drum 
liead, or upon the forcible impact of the water used in syringing, or it 
may be due to catarrh of the Eustachian tube. In the former case 
inflation would, restore the hearing permanently, while in tubal catarrh 
the hearing would,pTOj)a]bly "ibe again : lowered after a few hqurs or. 
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•days. If the patient has pure middle ear disease, hearing better in a 
nai^e is likely to be a noticable symptom. This proposition needs to be 
made >\dth some explanations, however. I do not remember to have 
seen a patient who could hear the ticking of a watch, or Politzer*s 
Acou meter better in a noise. I believe however that some sounds are 
heard better in a noisy place, especially the liuman voice. A person 
riding on a railway train can make this observation ; one ear being 
normal and the other moderately affected by middle ear disease ; in 
this condition most of the sounds of the train may be heard much bet- 
ter by the affected ear than by its fellow. I have noticed that the 
lower tones could be particularly well heard by the affected ear. 

In comparison with the normal ear, I think almost always, it will 
he found that the diseased ear, if not too much affected will hear better 
in a noise than the normal ear. 

It would appear that one explanation of this is — that the loud sounds 
overpower and in that way interfere with the hearing ; also the atten- 
tion is distracted by the sounds heard with too painful distinctness. 

A painted picture on a window screen will obstruct the vision of ob- 
jects within the house, when if the surface of the screen had nothing to 
attract the attention, vision of objects within the house would be great- 
ly improved. This comparison will serve to illustrate the point. I do 
not however regard the hearing better in a noise as a good differential 
diagnosis of middle ear disease, the tuning fork being far better. 
When the patient hears certain sounds better than others it is generally 
regarded as an evidence of labyrinthine disease. This is sometimes 
true but frequently not. Every Otologist has repeatedly observed that 
a patient with moderate middle ear disease may hear a watch badly 
and the voice well, or, vice versa. It is also well known that in pure 
middle ear catarrh the capacity to hear musical sounds may continue 
after great impairment of the hearing for other sounds, notably the 
ticking of a watch or conversation. Sometime since I visited the Deaf 
and Dumb Asylum on Lexington Avenue, where I found a young man 
totally deaf to nearly all forms of articulate speech. Certain 
words however he could distinctly hear at a few inches from the ear. 
In conversing with him the oral method served for all conversation ex- 
cept those words before mentioned which were spoken to the ear alone. 
The bone conduction was not noted but was undoubtedly, for the most 
part absent. He had in early childhood suppurative otitis from scarkt 
fever. There sfeems no doikbt but that this was a case of true laby- 
rinthine disease. In those cases just referred to, difficu^ies arise in 
<iiffereirtiatmg between functional and organic disease of the inter-t 
nal ear, which it is to be feared will always exist. Th^re i» another 
•conditi^on^ in whiteh tcstmg^of ihe^hearing aids in dia^dsis./nA patient 
ivho is hard of Clearing inhfi^y. .i^loMiper i it^i^iby > langi^icontinued. strain-^ 
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ing of the organ, to hear sounds nearly inaudible. I once ordered a 
North Earphone for a medical man who was very anxious to hear 
lectures. In the morning of his attempt to attend lectures, he heard 
very well ; by four or five o'clock he had become so hard of hearing a^ 
to make it impossible to hear lectures at all. He eventually 
heard again a» well as usual, but I naurally advised against such ex- 
cessive use of the ears. I infer that a part at least of the condition 
known as Boiler Maker's deafness depends on fatiguing of the nerve of 
hearing by the constant concussions the ear is subjected to. It is well 
enough known that in these cases the hearing may be partially or 
wholly restored if the patient removes himself early enough from tlie 
source of his trouble. I infer that at first, there is only hypersemia of 
the labyrinth and no structural lesions as undoubtedly exist later on. . 

Sometimes a hint as to the comparative condition of the two ears 
may be gained by the use of the tuning fork. In estimating the 
amount of disease in each ear of a patient, I have sometimes been 
at fault ; the patient insisting that one ear was more servicable than 
the other, when by the watch and other tests there seemed to be no 
difference in the hearing power of each. 

By placing the tuning fork on the teeth, the patient may hear it 
better in the ear he declares to be the worse ; the inference at once 
would be that there was more middle ear disease in the one with the 
better bone conduction than in the other. Labyrinthine disease in 
such cases would ordinarily be thrown out by the fact of compara- 
tively good hearing in the case under consideration. Further ex- 
amination of the ears as to their capacity to hear many varieties of 
sounds would show that the ear claimed by the patient to be the 
better really was so. 

There is a class of patients with chronic middle ear disease who 
seriously declare that certain sounds are heard with painful acute- 
ness. 

No doubt the sound is painful to them, but with hearing consider- 
ably lowered it could not be of the nature of acute hearing ; a nerve 
of sensation and not of audition had evidently been excited by the 
sonorous impression. Similar phenomena have been obtained in 
the earlier stages of acute otitis media and may be explained in a 
similar manner. 

Many persons with chronic middle ear disease complain that if 
words are spoken slowly, that there is little trouble in hearing them- 
but the moment the articulation is rapid or the words become mixed 
there is great di£Bculty in hearing. 

This is undoi^btedly. due to the 8crutiG|^tng:, changes in the mid- 
dle ear, which reeultsin lessening the ibability of the middle ear 
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mechanism, so that muscular action is no longer able to make swift 
and fine adjustments of the membrane for the rapid reception of 
great varieties of sound coming in swift succession. The treat- 
ment directed towards mobilization of the middle ear mechanism is 
evidently intended to correct this condition. 

Diplacusis or double hearing, whether monaural or binaural, 
seems to depend on Labyrinthine disturbance brought about mainly 
by pressure from sunken drum head, or hyperemia of the middle 
ear and labyrinth, or possibly from intra-labyrin thine exudations. 
The latter observatiou, however, is speculative. 

From the foregoing observations, the conclusion may be reached 
that many diagnostic points may bo determined by the functional 
examination of the ear. 

316 Lexington Ave. 
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PROGREaS OF OTOLOGY. 
By Laurence Turnbull, M. D., Ph. G. 

AURAL SURQRON TO THR JRFKRHSON MRDICAL COLI.ROR HOSPITAL, PHILaDKLPHIA. 

ANATOMICAL AND HISTOLOGICAL. 

The progress which during recent years has been attendant ui>on 
anatomical and histological research in the field of otology, has been 
most marked and successful. Ever since the careful and conscientious 
labors of "Toynbee" of England, a knowledge of the microscopical ap- 
pearances of the normal ear, and a thorough study of the pathological 
anatomy of the organ, was found by him to be absolutely necessary for 
a successful treatment of obscure diseases of the ear. 

But it is chiefly by the labors of "Politzer" of Vienna, that real pro- 
gress ha^ been made, his devotion for the last twenty-five years has re- 
sulted in the most important advantages in the study of the normal 
and pathological anatomy and histology of the ear, and his methods 
and dissections should be studied and practiced by all students and 
medical men who desire to be posted on this department.' 

As an example of what recent investigation has achieved, it is only 
necessary to allude to the important progress made in the histological 
representation of the human labyrinth on the basis of the latest of 
microscopical investigation,^ results which undoubtedly are but the fore- 
showing of still greater advances in the pathological-anatomy and ex- 
amination of the ear. 

progress of otology. 

A few of the advances in the Department of Aural Surgery and 
therapeutics are worthy of publication. 

The first matter of importance is the severance of the connec- 
tion or relation of the diseases of the eye and ear. This is an advance 
as there is but very feeble relations between these two departments. 

The second is the union between the departments of the ear and 
hroat. There is a most important relation and connection between 
the diseases of the ear, nose and throat, and we with others, have, of 
late recognized this very important relationship, and have advocat- 
ed at later meetings of the American Medical Association, their com- 
bination. The fruits of this union has been shown by their conjoint 
publications. Many of the diseases of the middle ear are the result 
of nasal or naso-pharyngeal diseases, which is either direct (mechanic- 
al) caused by tubal interference, or are produced by reflected irritation 

1 Anatomical and Hiatolo^ical Disseot'on of the Human Ear: Translated by Dr. George 
Stone, London, IgiH, p. 272. 
2See Part VIII. p 2U. 
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of the mucuos membrane. Lesions of the dental organs also frequent- 
ly cause reflex aural troubles. 

The following are a few of the diseases of the naso-pharynx . which 
produce reflex, i. e., mechanically, middle ear disease and deafness: 
Hypertrophic rhinitis, hypertrophy of the tissue covering the turbinate 
bones impinging upon the Eustachian tubes and their faucial orifices, 
and at times involving their lumen, deflected caitilage or bony septum, 
high up in the nose, with exostosis, growths in the nose or naso-phar- 
ynx, and various diseases of the nose and throat of a specific and non- 
specific character. There are also numerous reflex causes of deafiiess 
from disease of the nervous apparatus, more es}>ecially those connected 
with the sympathetic and trifacial. To treat middle ear disease and 
deafness therefore with success, all naso-pharyngeal disease must be re- 
moved, i. e., conjointly treated. 

In middle ear disease it is of primary importance to treat any nasal 
catarrh, to remove i)ent up secretions, and to put the parts into an an- 
tiseptic condition ; then follow up the treatment with zealous er.ergy. 
Some means must be employed that will accomplish this and do no 
harm to the nasal parts. The nasal douche often, does harm, is danger- 
ous and ought not to be used. Treatment can be best made by a spray 
through the nostrils of peroxide of hydrogen, (fifteen per cent.) diluted 
with a teaspoonful to three teaspoonsful of pure water ; also the use 
of the salts of sodium, menthol, zinc, with tonics of strychnine iron and 
mercury. When peroxide meets the purulent secretion, an eflervescence 
takes place, and the sticky, pasty, foetid mucous is changed into foam. 
Its septic nature is entirely changed, and it can be readily blown or 
wiped away from the nostrils. This should always be done before the 
Politzer douche or Valsalva inflation is used, therefore preventing the 
danger of blowing foul fluids into the tympanum. 

Most thorough antiseptic means should be used to cleanse the parts, 
as also all instruments, which should be dipped into boiling water, or 
into alcohol and this ignited, before all such surgical operations. All 
instruments should be sterilized by dry steam or heat if they can 
not be burned out. 

In very severe and protracted cases of deafness due to plastic disease, 
with noises in the head and ears, with or without veitigo, various sur- 
gical operations are now employed ; as perforating tlie mcmbrana 
tympani, removal of the same by acids and escarotics, or the entire 
removal of the membrane and the ossicles or one or two bones of the 
middle ear. These operations are* not to be done until all other meas- 
ures have failed, and the patient becomes gradually worse, or when the 
< beating*' in the head and ears become unbearable. 

THE GALVAXO-CAUTERY METHOD IN THE NOSE AND THROAT. 

Is the galvano-cautery a dangerous agent ? It is Jf not eni>Jo^ed 
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with caution and with great care. Its incautious use in the nof^e may 
he followed hy inflammation there, and in the various contiguous or- 
gans, -even erysipelas of the head and face. We have seen a number 
of unfortunate results, several cases of purulent otitis media. We 
mention as a safe-guard before intra-nasal operations, first, the use of 
a twenty i>er cent, solution of cocaine ; the second, the injection of warm 
alkaline solutions, and coating the burnt surface with pure vaseline, 
and cotton wool to protect the charred surface. The heat to be em- 
ployed is a red heat and this often answers for all that is required ; a 
white heat is seldom needed. 

The following accidents have occurred in the use of the galvano- 
cautery even when employed by competent and able advocates of the 
cautery electrode. In destroying a growth upon the turbinated bones 
with the cautery, it accidently burned the opposite part of the septum 
nasi, which nearly resulted in permanent agglutination of the nasal 
passage. 

Also accidentally burning the rim of the Eustachian orifices with 
the cauter}' electrode, while removing a growth from the vault of the 
pharynx, causing otitis media of a serious character, and in another 
case, purulent otitis was caused in the opposite ear from the nostril in 
which the operation wa*s j)erformed, and was attended with symptoms 
of so serious a character as to threaten the life of the patient. In an- 
other instance, a slight cauterization of hypertrophied mucous mem- 
brane upon a turbinated bone, caused facial erysij)elas that nearly 
proved fatal. A strong young man on whom galvano-cautery had 
been used, had within two hours violent earache and headache, and in 
a few days perforation of the tympanic membrane and discharge from 
the ear. 

Applications of the galvano-cautery should never be employed in ear 
diseases to tha p(jsterior surface of the pharynx, only in the nasal space 
and anterior surfaces. 

In all removals of hypertrophic enlargements, advanced growths in 
the posterior surface, or in the vicinity of the Eustachian tubes should 
be performed by cutting forceps, or the finger charged with the ring 
cutter, or even the long finger nail. We cannot recommend the use 
of chromic or the more recently introduced trichloracetic acid in this 
region. 

VALUE OF THE OPERATIONS UPON THE DRUM-HEADS AND OSSICLES. 

This was discussed by Dr. Sexton of New York/ also in a paper read 
by Dr. Burnett of Philadelphia. We will dwell upon the remarks of 
Dr. Sexton which we regret were not published. He gave a history of 

1 Addresses, Papers, and Disoassiona in the Section of Otology and Laryngology in the 
Proceedings of the Forty-second Annual Meeting of the American Medical Association, 
W9«li^^n, p. g., jtfay, 1891. 
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the operation giving credit to Luese, but stating that the Germans 
were not in favor of his operation, which he remarked was somewhat 
different both in its execution and results. In his earlier papers he ad- 
vised the removal of two of the ossicles, but in his remarks he now on- 
ly advises the removal of the malleus ; the incus need not be removed 
if it cannot be found with ease, sua at times neither the incus nor the 
stapes are to be seen. The membrana tympani, he stated was apt to 
be reproduced, and this was to be prevented by subsequent operations. 
His success has been very good in cases of long standing or chronic 
suppuration, by removal of the necrosed bones and a portion of the 
diseased tissue. 

The following are the conditions he stated, whereitisof benefit by the 
operation in otitis media chronica. 

1. Deaftiess. — This has been improved in most cases, but not in all. 
This is the writer's experience in a few cases of which he has a postive 
knowledge. 

Tinnitus and Vertigo. — In this a larger number are relieved, espec- 
ially if the cases are the result of purulent otitis media, as the pressure 
of pus, etc., is removed, and there is a better opportunity of applying 
the proper remedies to the diseased surface. The vertigo is not re- 
lieved in all cases by the operation, especially if there has been a true 
Meniere's disease, but it may be if there be simply Meniere's symp- 
toms, with no change in the semicircular canals,, cochlea or brain. Dr. 
8exton employs ether as the anesthetic. He illuminates the ear by 
the electric head-light batter}', to which a rheostat should be attached in 
all cases so as not to destroy the head-light. 

The operation in chronic (dr>') catarrh of the middle ear, (when the 
tuning fork must be always heard on the maf?toid process) as perform- 
ed consists, first, in making an incisson behind the short process of the 
malleus, continuing it by means of a probe-i)ointed knife, if the perfor- 
ation is not large enough to permit the withdrawal of the malleus. While 
the incus is held in position by its attachment to the malleus in front, 
and by its short process behind, the long process may be seized by the 
forcep and the entire bonelet withdrawn. With a curved two edged 
tenotome, then sever the tendon of the tensor tympani muscle by cut- 
ting upwards, behind the short process of the malleus. With a probe- 
pointed knife sweep about the entire periphery, seize the malleus at or 
about the short process, and withdraw the malleus and membrana 
tympani attached to it. Any hemorrhage is gently mopped with 
baked or iodoform five per cent, cotton, and the meatus lightly 
stopped with the same, and then let it alone.for twenty-four hours. The 
patient should remidn in bed for twenty-four hours, and in the house or 
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hospital for five days. Stop the ear with cotton when first going out. 
All sudden movements of the head, or anything having a tendency to 
produce congestion should be avoided. If suppuration or mucous dis- 
charge should occur, cotton must not be worn in the ear. If the mem- 
brana tyrapani re-form it must be torn down. 

The indications for the oi)eration are, first, rigidity from ankylosis in 
the ossicular canal, second, great impairment of the function of the 
drum (tympanum) as a result of catarrhal, acute or non-suppurative 
inflammation ; third, where there is very great relaxation of the trans- 
mitting mechanism, giving rise to severe autophonic noises, vertigo^ 
etc. The drum-head is detached in the \iit\yer part by an incision so fx» 
to uncover the incudo-stapedial articulation. This is usually accom- 
panied by a loud and distinct "clack,'' and leaves the detached end of 
the incus — but sometimes the incus is not seen and must not be groj)ed 
after — a bent probe is gently passed over it** surface, and some of its 
enveloi)e detached. It is then brought down with the forceps, tight 
traction being made. The remaining attachment of the drum-head 
should then be separated with the knife, and together with the malleus 
removed. 

In the recent work of Dr. Roosa, of New York, on pages 436-7,' he gives 
his views on the operations upon the drum-head and ossiclas,especially the 
operations for the removal of the latter for the relief of the tinnitus and 
impairment of hearing in chronic ncm-suppurative inflammations. 
"Dr. Sexton has read several papers upon the subject, but the profes- 
si(m as yet remains unconvinced, I think, as to the results of this pro- . 
cedure in such subjects. Further experience, and the details of a fair 
number of ca^es in which good results have been obtained, are neces- 
sar}' before the judgment founded upon the failure of our best men, 
with the same class of case^, and with the same operation, is re- 
quired, before the removal of the ossicles is generally adopted as a 
therapeutic resource. In Sexton's earlier papers he advocates removal 
of the ossicles, but to judge from his latest reports, published in 
the Archivej* of Otology for May, 1891, he removes only the malleus. 
The incus and stapes he now admits are not always visible. The mem- 
brana tympani is also removed. This is very apt to reform, when the 
hearing does not continue t) be much improved. We advise a careful con- 
sideration ot* Lucie's and Politzer s cases as well as the isolated cases of 
Prout, referred t:>, before too liigh liopes are hiul as to the ef- 
ficacy of this operation in any considerable class o^* cases. It is, how- 
ever a sound surgical ])r(Kedure in clironic suppurations as a means of 
removing necrosed bones and hopelessly morbid tissue, but this is no 

1 A Practical Treatii'e o:i I'ii^ense? of ihe Fnr. hy 1). B .*?t. Juhn K«0)sa. M- l>., I'I> I>- 
Seventh Hevij^ed Kdiliou. W.WtKwi iV Co., NfW Vi-rk, IMJl. 
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new discovery, and has no bearing upon the present subject." 

Lucae divided the posterior pocket or fold of the membrana tym. 
pani, in what he terms "dry catarrh" of the middle ear, where there 
is a mailed sinking inwards of the handle of the malleus, and great 
prominence of the short process, and where the Eustachian tube is per- 
meable. Lucae used a bayonet-shaped needle and the incision is made 
from below upwards. Politzer performs the same operation, the in- 
cision being a longitudinal one at right angles to the^long axis of the 
fV)ld between the short process of the malleus and the peripheric end of 
the fold. 

Dr. Prout divides adhesions between the membrana tympani [and 
the promontory with a very small iridectomy knife having a long 
handle. 

In the following case we have modified and combined the^methods of 
Sexton and Prout 

EXCISION OF THE MEMBRANA TYMPANI AS A MEANS OF TREATMENT 
IN OTITIS MEDIA (CATARRHALIS) CiRONIOA, WITH IMPROVE- 
MENT OF BEARING AND REMOVAL OF TKB TIN- 
NITUS AND VERTIJO. 

E. H. K., aged 46, a daughter of cne of our deceased county Judges was 
lelt dependent upon her own exertions for a livelihood. When she present- 
ed herself June 9th 1891, at our office for treatment^ t ha was profoundly deaf 
from otitis media catarrhalis chronica of many years dnratioc. She had also 
suffered from chronic rhinitis with nasal hypertrophies. 

On testing her hearing by watch of sixty inches, it was not heard on 
close contact oti the right ear, and only three iccbcs on the left. 

Miss E. H. K. status praesens June 18th, 1891. 

Right Ear. — Membrana tympani thickeneJ; the short process prominent; 
the handle attached to the promontory and the whole malleus was twisted on 
its long axis (torquirt) Gruber. The air enters the tympanum. H. W. close 
(pressed contact). Tuning fork full C. Keir er's test shows the auditory 
nerve normal. Bone conduction good. Tinnitis (from pressure) escaping 
steam, hissing and roaring. 

Left Ear.— The better looking taking all points in topography of the mem- 
brana tympani, etc. Conditions the same as in fellow ear: air enters the 
tympanum full and well. But one section (posterior and superior) moves 
trom auto-inflation. H. W.=3 inches Reiner's test negative. 

The auditory canal was relaxed and dry with a general congestive condi- 
tion; bled on rough contact of cotton. Everything has been done for her 
relief both by myself and by Dr. Jurist, Laryngologist cf the Jefferson Med- 
ical CJollege Hospital. 

A radical operation was proposed, excision of the mem brana-tynj pani, and 
she consented to a trial, as she had great difficulty in being understood in her 
business. We sent her to our assistant, Dr. S. MacCuen Smith, to obtain his 
opinion of the case, and the following was his report: 

FiTiLADELPHiA, Octobcr 7, 1891. 
"Have examined your patient Miss E. H. K., and find the osseous conduc- 
tion of sound quite good, and in other resi^ects 1 should think her case one es- 
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pecially saited for the operation suggested, i.e.; excisioti of the membrenB- 
tympani. I am at your command m the matter of assistance.^^ 

After suitable preparation the patient was admitted into the Woman's Sur- 
gical ward at the Jefferson Medical College Hospital, on Friday, February 
6th 1892. She was operated upon on Saturday the 6th, Dr. Eads, one of the 
surgical assistants administering the ether by carefully dropping it on a 
folded towel until there had been employed some four ounces, but she was not 
profoundly unconscious. We then directed her to be given a few whiffs of 
chloroform which had the desired effect, but in a few seconds respiration be- 
came embarrassed and the chloroform was withdrawn, artificial respiration 
was performed and after prompt recovery the ether was again resumed and 
the operation peiformed. 

The first difficulty was the great relaxation of the lining membrane of the 
auditory canal which was pushed before the Gruber speculum. A bivalve 
was then tried but with no better results; a large sized ordinary Politzer 
speculum was then employed with the illumination of the electric light. An- 
other difficulty in her case was, that after performing the double incision the 
canal was filled with blood, which was very much in the way during the 
whole operation. In cutting around the mcUeo-incudtd joint, found it very 
firmly ankylosed, so that it could not be removed by a strong pair 
of forceps, so after using all the force considered justifiable, Dr. Smith, 
who assisted me, tried to remove it, but he had no better success, al- 
though he found the section complete all around the membrana tympani, 
and also the double incision running up to the membrana fiaccida. After 
removing the membrana and cleansing the parts and blowing iodoform powder 
intothecanal, plugging it loosely with baked cotton, the patient was removed 
from the operating room to the ward. She had some oozing of blood from the 
ear, which was removed when the cotton became saturated ; there was no pain. 
She had considerable nausea from the anesthetic, but had no bad symptoms, 
and was able to leave the ward on the ninth day after the operation greatly im- 
proved in hearing, being able to hear with that ear when the other was closed. 

On examination ten days later, she stated that everything sounded 
loud to h#r. She also heard the watch half an inch from the ear which before 
she could not hear on close contact. The following is her own statement, she 
being well educated and intelligent: 

**Am both pleased and surprised with tne result of the operation, for although 
I was not very sanguine of deriving much benefit from it, at least 1 would not 
let myself hope too much fearing a disappointment, yet I was willing to try. 
From the very first day after the operation I found an improvement — voices 
at the other side of the room were loud and unnatural, but I could not distin- 
guish the words — the footsteps which before seemed to move noiseless along 
the bare floors, now seemed Ukc the tread of heavy shoes. 

I can now hear the voice and speech given in an ordinary tone and without 
being very near the speaker. The noises in the streets of wagon and cars are 
very loud but sound as if the ground was hollow. All sounds* and voices seem 
loud and unnatural excepting music, which has lost none of its sweetnes.4. 
All my friends are surprised and pleased with the improvement in my hear- 
ing, and say it is no effoit to make me hear them now. This is all without 
my ear being entirely healed, and filled with cotton wool. 1 am now waiting 
to hear what improvement I will find in being able to hear a sermon or ad- 
dress in public. 
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I have tried to give you a very correct account. I have a sound in my ear 
like puffing of* steam, always worse after coming upstairs, and sometimes it 
is so faint that I forget it" ' 

"Dr. Smith to-day, the 13th, after operation, examined my ear, and thinks 
it is getting along very well, am still pleased with the improvement in my 
hearing, and I think already get along better at my work." 

The patient presented herself on twelfth day, and we removed considera- 
ble dried blood. Tested her hearing and found her progressing most favora- 
bly. Again on February 17th my patient reported as follows: 

•^Hearing continues good and the harsh sounds are disappearing." 

Tested her hearing in ordinary conversation with her face turned from me, 
and she heard me distinctly at a distance of thirteen feet. 

Two weeks later she reports: * 'Yesterday was the first test I have made 
of my hearing, since the operation, in church, and it was a complete surprise 
to me, for I had never imagined that I would find such a great improvement 
— I had no difficulty in hearing the lessons read and in fact all of the service 
and I was able to join in myself— and that is what I have not been able to do 
for a good many years — fifteen or sixteen years I think — and the great volume 
of sound that came from the organ, almost overwhelmed me, I was going to 
say —perhaps that is almost too strong a word — yet when I tell you that I 
have often been in doubt whether the organ was being played at all — it would 
be so^indistinct, at times, and yesterday the difference was so great. I find a 
great improvement in many ways. I get along much better at work — and 
myjfriends do not have to strain their voices to make me hear." 

One month and five days after the operation. Smce her last visit she re- 
ports : **Have had some pain in tar, but on blowing nose forcibly some blood 
passed, and the pain disappeared with no return since. Visited a friend in the 
country on Sunday, who stated that it was like a revelation the restoration of 
her hearing. At a busmess meeting was able to hear all that was going on 
when formerly 1 heard not a word." 

1502 Walnut St. 
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NASAL POLYPUS * 
By Dr. Carl Seiler, 

LKCTURRR ON LARTXOOLOOT MKDICAL DSPARTMRKT UNIVBR8ITT OF PRKNSTLVANIA. 

Geidlemen : — The case which we will now review together is one il- 
lustrating some of the many reflex phenomena so frequently met with 
in diseases of the nose and throat 

It is a well-known fact that pressure upon the sensory branches of 
the nasal branch eminating from Meckles* Ganglion will produce pain 
of a neuralgic character in the other branches eminating from the 
same nerve center and thus frotital headache and orbital neuralgias are 
so very commonly caused by pressure due to hypertrophies or neoplasms 
in the anterior nasal chambers. 

The general practitioner is so frequently baffled in his efforts to com- 
bat these neuralgic pains in the frontal region that a few hints as to 
their possible cause may be interesting to you. 

It has been my experience that just such cases may be speedily and 
effectually relieved by ordinary bleeding at the nose, which procedure 
was first recommended by my friend Dr. Glasgow, of St. Louis, by 
puncturing the mucous membrane of the nose to relieve the neuralgic 
headache in the same manner that is resorted to by the experienced 
horseman, to relieve the animal of the blind staggers ; although, very 
effective in many cases, this method will do no good in a minority of 
instances, in which the pressure upon the sensory nerves cannot be re- 
lieved by blood-letting. In these few and often perplexing cases, a 
careful examination of the anterior nasal chambers will reveal one of a 
number of conditions ; such as the presence of nasal polypi, deviation 
of the septum, hypertrophy of the turbinated tissue covering the middle 
turbinated bone, or perhaps even a splitting, and consequent deviation 
of the middle turbinated bone. 

Any one of these conditions may, and frequently will give rise to the 
distressing and permanent orbital neuralgias, and sick headaches, 
which we are called upon to treat, and which will not yield to any of 
the new or old remedies, because they are simply symptoms of preiure 
and nerve irritation remote from the seat of pain ; this of course is a 
fact well known theoretically by all well informed physicians, but at 
the same time is too frequently lost sight of, and for this reason, I hum- 
bly beg the indulgence to again call your attention to the fact, that no 
means of investigation should be omitted, and no possible cause should 
be lost sight of, or forgotten in the examination and treatment of the?e 
cases. 

•Lecture delivered before the four:h year and graduating classes of the Medical De- 
partment University of Pennsylvania. 
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I myself was forcibly, reminded of this fact but a short time ago, 
when a patient applied for treatment, complaining of orbital neuralgia 
on the left^side, of several years standing. 

8he had consulted a number of prominent practitioners, and had 
taken at their [suggestion all the old and new anti-pyretic and anti- 
neuralgic remedies, such as, quinine, anti-pyrine, anti-febrine, phenace- 
tine, salol and other patent remedies and preparations more or less un- 
known, without benefit. 

Her general health was tolerably good, with the exception of slight 
gastric disturbances, which might be referred to the innumerable drugs 
she had taken. All she complained of was, incessant harassing pain 
which seriously interfered with her sleep. 

An examination with the ophthalmoscope revealed no defect of the 
lenses but a slight congestion of the retina, and prolonged use of the 
eyes made no change in the pain in her head. 

She complained of no cough, and no expectoration except in the 
morning, when she said her throat was dry. 

Rhinoscopic examination of the anterior nasal chambers, revealed a 
condition of the mucous membrane not often seen in the general run of 
cases. 

The mucous membrane was pale, pinkish in color, dry, yet there were 
no scabs, and no apparent deformity of the septum nor hypertrophy of 
the turbinated tissue of the lower turbinated bone, in fact, she insisted 
that she never experienced any stopping up of her nose and was quite 
indignant when told she was suffering from nasal catarrh. 

The middle turbinated bone however, on the left side showed a dis- 
tinct cleft together with a hypertrophy of the erectile tissue of that por- 
tion of the bone nearest the septum, so that the mucous membrane 
covering the septum and the turbinated bone were in such close con- 
tact as to prevent the passage of even the thinest probe at hand. 

In order to obtain a better view of the cleft of the middle turbinated 
bone, I introduced a pledget of cotton saturated with a 4 per cent, so- 
lution of cocaine and after its removal, in the course of a few minutes 
time, the reduction in bulk of the erectile tissue revealed a number ot 
small mucoid polypi in the space between the two abnormally separa- 
ted portions of the middle turbinated bone. 

A condition of affairs such as this, I know by experience from nu- 
merous cases previously seen, is sufficient cause for the orbital neural- 
gia, and the happy result following the reifioval of both the polypi and 
the hypertrophied erectile tissue from the middle turbinated bone, with 
the entire and total cessation of the pain in the head, proved my 
diagnosis of the case to be correct. 

The great difficulty as far as my experience goes, is that the general 
practitioner has not the necessary instruments, nor the proper light, or 
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illuminating apparatus at hand to make an examination of the nasal 
chambers, anteriorly or posteriorly and frequently fails to make a dif- 
ferential diagnosis between the many and various conditions seen in the 
anterior nasal cavities, which resemble mucoid polypi, so that, as a 
Specialist, it is not uncommon that patients are referred to me by my 
friends living away from the city, for the removal of mucoid polypi as 
diagnosed by them, that I find on careful examination, with proper in- 
struments and suitable light, no polypi to be present Or it may hap- 
pen, as it has in my experience, that even a deviation of the septum has 
been mistaken for a mucoid polypus, and I therefore would like to lay 
stress upon a few of the clinical features which are particularly notice- 
able in those cases. In the first place, there is a peculiar and unmis- 
takable "twang of the voice in speaking" when polypi are the cause of 
the trouble. Second, the change of pressure, that is, the increase and 
decrease of bulk, owing to the hygroscopic property of the neoplasms, 
produced by the hygrometric condition of the atmosphere, and there- 
fore, the pain of neuralgic character is also augmented by an increased 
amount of moisture in the air, just as we notice it in ordinary neural- 
gias in other parts of the body. Third, entire absence of any odor, of 
secretion, increased amount of obstruction of the nose, and the absence 
of scabs, or dry accumulations of mucus, all of which latter conditions 
are so frequently found both in hypertrophic catarrh and deviation of 
the septum, as well as in ptrophic catarrh, particularly the dry scabs in 
the latter. 

There should however, be no possibility of any mistake in the diag- 
nosis, if proper instruments and illuminating apparatus are used for the 
inspection of the anterior nasal chambers, because, taking into consid- 
eration the clinical features of the case before you, the observer will 
notice in most cases masses of a glistening yellowish white appearance 
in the anterior nasal chambers, which to a greater or less extent ob- 
struct the breathing, and in many instances, move forward and back- 
ward with the air current in respiration, when the lower part of the 
nose is still free. 

Or as in the case of the fibroid variety of nasal polypi, which spring 
as they frequently do, from the bony plate of the septum, present in an- 
terior rhinoscopy simple white glistening obstruction ; or as sometimes 
but rarely happens, the polypus may be of the cystic variety. A dis- 
tinction with the eye is impossible, and no one is to blame for mistaking 
such a neoplasm for a mucoid polypus. The eye alone, even with the 
best apparatus for examination, cannot be entirely relied upon, but to 
make a definite and final differential diagnosis, whether the nasal ob- 
struction be a deviation of the septum, anteriorly or posteriorly, or 
middle hypertrophy of the turbinated bones, a mucoid, fibroid, or cys- 
tic polypus, or whether it be of a sarcomatous nature, and it becomes 
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necessary to use the probe in conjunction with the eye to determine the 
consistency, sensitiveness and attachment of the supposed neoplasm in 
the anterior nasal chambers. 

It is of course beyond the scope of my remark^ to go into detail as to 
pathology or etiology of the numerous tumors and excrescences which 
may be found in the nose, and therefore, as my time is nearly expired, 
I shall simply give you an outline of the approved and generally us6d 
method of removing the mucoid variety of nasal polypi, such as we find 
in the case before us, and which in its general aspect, is so like the one 
I gave you a history of, together with the results. 

In fact these two cases are so much alike, that I do not hesitate in 
assuring this patient, with almost absolute certainty that her orbital 
neuralgia will be relieved as soon as every vestige of the nasal polypi as 
well as the hypertrophied turbinated tissues of the middle turbinated 
bone have been removed. 

The old and unfortunately still practiced method of removing such 
neoplasms, was by what is called evulsion, which was as follows : The 
surgeon introduced a pair of forceps similar to, but larger than the or- 
dinary dressing-forceps into the nostrils, grasped whatever he could 
catch, aud holding the blades closed, twisted the instrument, and finally 
with a jerk, pulled out whatever would come, which of course as you 
can imagine was accompanied by considerable pain and suffering to 
the patient, as well as copious bleeding of the nose. 

This procedure was repeated until the patient (as well as sometimes 
the surgeon) became tired out, and the natural result was of considera- 
ble benefit to the patient in the way of increased space in the nose, less 
headache, and greater clearness of articulation, but in a few months 
time, the patient would again experience the same difficulty, as before 
the operation, and would either have it repeated, or, being afraid of the 
pain and suffering, let nature take it-* course, and go to an early and 
unavoidable grave for the want of proper na^^al respiration. 

Fortunately within the last few years we have passed beyond this 
middle age of barbarity of blindly pulling out whatever* comes within 
the grasp of the forceps, and we now deftly surround a mucoid polypus 
which always springs from the cleft in the middle turbinated bone, 
with a thin steel wire which when drawn into the tube of the snare, by 
the slow motion of the milled head screw, adapts itself to the very ped- 
icle of the tumor, and cuts it off close to its incession without pain to 
the patient, and but very little if any bleeding. 

Of course, this procedure requires skill of both eye and hand, and 
has to be repeated for each and every individual polypus, so that it 
becomes more tedious to the surgeon, but not to the patient in most 
cases, but the result is so eminently satisfactory that but little fear may 
be entertained by anyone who happens to suffer from this peculiar af- 
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flictioD, of not being cured. 

After visible, and if I may be allowed to use the tenn, "feelable" 
polypi have been removed, it is well to let the patient test a few days 
so that a future examination of the parts may not be obstructeKl by the 
slight hemmorhage which naturally follows. 

If on inspection on the second or third day after the operation, the 
peculiar condition which is generally found, namely, splitting of the 
middle turbinated bone into two parts, the probe delicately inserted 
into this cleft, will readily detect the denuded bone which should be 
scraped with the curette or with Volkman's spoon, until all roughness 
has disappeared. 

Of course this operation of scraping would be extremely painful if 
no anesthetic is used, but ether or chloroform are unnecessary, because 
a pledget of cotton saturated with a 4 per cent, solution of cocaine, in- 
troduced into the cleft and allowed to remain ^ve or ten minutes, so 
reduces the sensibility of the mucous membrane, tljat little or no pain is 
experienced by the patient 

Some surgeons prefer the use of galvno-cautery, or others use chemi- 
cal caustics, with a view to prevent the return of the polypi, but my 
experience, as well as the experience of many other Specialists in this 
line, have conclusively shown that the scraping as indicated above, is 
not only less painful and less tedious, but more certain in its results, 
and I would therefore recommend you to use it to the exclusion of all 
other methods. 

I can only liken mucoid polypi to oysters, which attach themselves 
to decayed stumps or moss covered rocks at the bottom of the sea, and 
no matter how often you remove them, they again spring out and 
grow, and the oyster bed remains for years productive of the succulent 
delicacy, so highly prized and so cheaply bought; but remove the 
stumps and the moss covered rocks together with the oysters and the 
supply will be exhausted in one season, so it is with mucoid polypi, as 
experience has taught us, that no matter how frequently we remove 
the polypi themselves, new ones will grow in their place, and we can- 
not prevent their return until we destroy the bed upon which they 
grow, which consists of the stumps and moss-covered rocks, in the shape 
of denuded bones, in the cleft of the middle turbinated bone. 
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THROAT DISEASES WITHOUT OBJECTIVE SIGNS. 
By J. C. MuLHALL, M. D., 
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CONSULTANT AT THB ALBXTAN BB0THBB8 HOSPITAL; ST. MART'S INPIRMART; 

SOUTH 8IDB DISPBNSART. ST. LOUIS. 

Whilst the title of this paper may not be strictly tjorrect, it will 
serve at least to call attention to a class of cases wherein the patient's 
complaints are out of all proportion to the objective signs. Hypochon- 
driasis and hysterias are excluded. 

Mistakes in the diagnosis of pharyngeal diseases are very common ; 
on the part of the specialist because the slightest pathological change 
on the pharynx explains everything to him. Many so called special- 
ists are not what they should be, namely, good general practitioners. 
To be able to say whether a given condition in the throat completes the 
evidence in a case and accounts for the etiology, symptomatology and 
pathology involves a practical knowledge of nearly all the diseases to 
which man is subject. In our country of imperfect medical education 
there are very many self styled specialists whose education has been as 
follows: A two years course at a medical college, six months or a 
year at a special clinic, and they eall themselves specialists and fling 
themselves on the public. This is the class of specialists that brings 
the domain of specialism into disrepute. Many general practitioners 
have only been brought into contact with this class, and from such 
experience thoughtlessly condemn specialism. This is the gynecolog- 
ist who sees everything through a speculum, this is the throat doctor 
who sees everything in a mirror. The true specialist is one who by a 
long and large experience has acquired general practical knowledge 
and keeps abreast with the times, but who by special practice acquires 
and maintains special skill. 

The mistakes of the general practitioner in throat practice arises 
from want of skill in examination. Having never acquired this, he 
can never formulate his experience. He is almast in the same boat 
with the man who diagnoses diseases of the retina without an ophthal- 
moscope. 

To take for example a group of cases, those in which the pathologic- 
al field is limited to the pharyngeal vault. This is invisible without 
the rhinoscopic mirror. Yet, many such patients refer all their symj)- 
toms to the field covered by the middle constrictors and on examina- 
tion with the tongue depressed nothing is to be seen. I know lately 
of such a patient. He had consulted several. Two told him that 
there was "nothing wrong." Two prescribed gargles and . one a nasal 
douche. The true conditions consisted in the presence of two tertiary 
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syphilitic ulcers, and just behind the left Eustachian tube, the other at 
the center of the pharyngeal roof. No one had looked up there. 
Children with adenoid thickening in this region cannot describe their 
distress. The mother comes with the history that the child never 
sleeps well. It snores, it starts in its sleep, it awakes unrefreshed, it 
seems dull, apathetic and is peevish. The doctor looks in 'its throat 
and there are no enlarged tonsils. He notices that it breathes pretty 
well through the nostrils. Worms, colic and dentition are prescribed 
for and when the child does not recover its health, the mother is told 
that the child will "outgrow it." I have heard the story scores of 
times and the basis of the blunder is because nothing is seen in the 
throat. It is true that in children under five one can seldom get to 
see the pharyngeal vault, but the well educated finger tells the story 
quite as plainly. 

Five years ago I saw the following case: A lady complained that there 
was "something in my throat which I cannot get rid of." Her nasal breath- 
ing was unobstructed and examination with a tongue depressor revealed no- 
thing abnormal. The rhinoscope disclosed a soft polypus as large as a black 
walnut attached to the posterior end of the middle turbinate, hanging on to 
the pharynx and yet not completely obstnicting the inferior meatus. She had 
suffered twel ve years, had consulted the profession at New Orleans, Galves- 
ton, and Memphis, she had at last almost concludeil what they evidently had, 
that she was a crank. She had always referred her symptoms to the region 
underneath a line continuous with the upper teeth. 

It is a matter of general knowledge that frequently sufferers from 
nasal catarrh complain more of the throat than the nasal symptoms, 
but there is also a certain number who complain alone of the throat 
symptoms and volunteer no information about the nose, and yet on 
ordinary inspection nothing whatever is to be seen in the throat. 
These pharyngeal reflexes are not more curious than the knee pain of 
hip joint diseases, the shoulder pain of liver diseases, or the ear ache 
from a diseased tooth. 

The irritable throat often found associated with chronic gastric de- 
rangements, is one about Avhich mistakes are oft^n made. If, in large 
cities especially, we examine the pharynges of people between the ages 
of thirty and fifty, it is seldom that we do not find something not strict- 
ly normal. It is often thickening of the pharyngeal angles, or varicose 
veins, or a few granulations, or a patchy congestion, or an over abund- 
ance of mucus, and yet there are no throat symptoms. Let such a 
patient become a dyspeptic and it is quite possible for him to have 
throat symptoms. He applies for treatment and the slightest changes 
seen are mistaken for the causes of his throat illness. I have known 
such throats to be painted three times weekly for six months, and gargles 
prescribed fo.r home use. The real cause not being recognized, the throat 
naturally gets no better. On the contrary, the remedies usually ag- 
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gravate the distress. Again and again have I seen scientific, dieting 
and exercise cure such throats in a month. One would no more make 
local applications to such a throat than he would to the drum of an 
ear aching because of a diseased tooth. 

In many such throats I have been unable to see any difference in 
the throat before and after the cure of the disordered digestion, and 
yet the throat sjrmptoms had vanished. There are many individuals 
who never have an attack of "billiousness" without experiencing an 
attack of catarrhal pharyngitis with flabby relaxation of palate and 
pharynx and who indeed apply solely for relief from the throat symp- 
toms. The rheumatic sore throat is a rare disease. The prevailing 
features, I should say are, very severe pain with little or nothing to 
show for it. The suffering is out of all proportion to the objective 
signs. The disease is usually unilateral, confined to the tonsil and ad- 
jacent piUars of the fauces or angle of the pharynx. The parts are 
very sensitive to the touch, very slightly swollen, of rather a violet 
red, shading off into the surrounding healthy pink. There is conges- 
tion rather than inflammation. It may be acute or chronic and may 
occur in an individual without previous rheumatic history. Hot water 
gargles and salicylic acid pushed to tinnitus, with appropriate hygien- 
ic measures readily cure. 

The cheesy deposits which take place in the lacunse of the tonsils, 
and frequently cause a fetid breath often remains undiscovered on 
superficial examination, oft^n indeed nothing of a topsillar mass is to 
be seen unless one takes the precaution to pull to one side the anterior 
pillar of the fauces, when he may see a tonsil not larger than a hazel 
nut, but holding in its diseased follicles the foul smelling cheesy secre- 
tions. A good rule is to make the patient gag. This act everts the 
lateral pharyngeal walls and during the act one may often detect dis- 
eased lacunae. Oft^n such patients go for months without these con- 
cretions, when at once, without obvious cause, the lacunae become filled 
vnih the cheesy masses, so that one cannot always say that the patient 
is not subject to these concretions as he may visit you during a health 
interval. Again, some of these attacks are limited to certain follicles, 
and other attacks involve a different set. Practically one destroys 
with the galvano caustic every follicle to be found, to make a radical 
cure. Anything more than the aggregation of a few glands in this 
vicinity, hardly to be found except on careful inspection, is, in any case? 
disease. When the mass is large enough to require the dignity of the 
name, '"tonsil," it is pathological, not physiological, in my humble 
opinion. 

An affection of the base of the tongue giving rise to throat symptoms 
has of late years received considerable attention, namely, hypertrophy 
of the papillae circumvallate. When quite large they interfere with 
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the action of the epiglottis, and' by friction against this organ, often 
produce much distress. The most prominent symptom is a feeling of 
weight or constriction in the region of the hyoid bone. This condition 
I have frequently remarked to give rise to no symptoms, but on the 
other hand I have effected a cure of this sense of constriction by re- 
moving the papillae. The affection is most likely to cause symptoms 
in singers with high soprano voices, for the reason that the higher the 
note sung, the more erect becomes the epiglottis. Its erection is pre- 
scribed by these hypertrophies and the notes most valuable to the 
soprano the extreme high ones, are, either not possible, or else their 
quality is destroyed. I was once able to restore three high notes, by 
removing these growths. 

The feeling somewhat resembles the hysterical "ball in the throat" 
and should such a patient happen to be a neurotic the mistake of call- 
ing it a hysterical throat may be made, for, with the tongue depre^or 
the throat may appear normal. To see these lymphoid overgrowths 
the laryngoscopic mirror must be used. 

As an illustration of the fact that we may have gross objective signs 
with few or no subjective symptoms, I may especially mention, primary 
and tertiary syphilis. It has occurred twice in my private practice to 
have been consulted about an enlargement of the glands beneath the 
angle of the jaw, wherein the patient made no mention of throat difficul- 
ty, and where the source of trouble was an infecting chancre of the 
tonsil. 

I have been often surprised at the absence of pain in large and deep 
tertiary ulcers at the centre of the pharynx and on several occasions 
the subjective symptoms have been those merely of a post nasal catarrh. 

I trust that these few hastily written observations gleaned from 
practice may serve to show what dissimilarity may exist between sub- 
jective and objective signs and symptoms in throat disease. As Good- 
ell says of the uterus so one may say of the pharynx ; there may be 
pharyngeal disease without pharyngeal symptoms and pharyngeal 
symptoms without pharyngeal disease. 
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TREATMENT OF SOME NASAL DISEASES. 
By M. D. Lederman, M. D. 
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NRW YORK. 

My excuse for writing this paper, is to call attention to a method of 
treatment, which will prove itself both rational and useful. Much has 
been said and written upon the subject of nasal diseases ; and many are 
the writers who have championed their favorite operation for the relief 
of the obstructed. nasal passages. 

My object is to bring to the notice of the profession, an important 
element towards the production of good results, in the treatment of 
these diseases. The point to which I allude, is the absolute importance 
of preliminary treatment. 

In the realm of general surger/ it is always the aim of the operator 
to build up the system of his patient, as well as the seat of trouble, to 
such a degree as will admit of an operation without the probability of 
any untoward complication. As this maxim has been proven the 
only true method to follow, why should we not follow the same rule in 
our special work ? 

The failure to get good results from operations in the nose is due in 
a great many instances, not so much to the after treatment, although 
this has its immediate value, but to the neglected preliminary treat- 
ment. Very often we hear of cases which have been operated upon, 
and the patients claim they are not relieved to any extent. If this pre- 
liminary course of treatment was adhered to more closely, I think we 
would not hear so often of severe hemorrhage, excessive granulations or 
any of the numerous sequelse, which may arise after intra-nasal 
operations. 

We generally find that where there is a condition of the nasal cavi- 
ties which requires surgical interference, there is also present a chronic 
form of inflammation, which has kept the tissues in a state of conges- 
tion. It is to this pathological factor that treatment should be applied 
before any operation be performed. To this rational indication our 
attention was directed by Seller. 

This preliminary method of treatment may be carried out in differ- 
ent ways. The course of treatment which has given me excellent re- 
sults is the following : 

The patient's nasal chambers are sprayed with "Seiler's antiseptic 
solution."* This is preferable to Dobell's solution, on account of its 

•The antiseptic solution contains the following ingredients : Sodii bicarb., Sodii biborat. 
each I ouiice ; boJn bentoat., Sodii salieylat. each 20 grains : Thymol. Eucalyptol each 10 
grain?: Menthol 5 (grains ; Oil gaultheria 6 minims; Glycerin 8;^ ouncea ; Alcohol 2 
ounces : Aqoa sufficient quantity to make 2 gallons- 
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property for dissolving the tenacious mucus more rapidly ; also for its 
pleasant odor, at the same time acting as a deodorizer. 

For convenience of your patients for their home use the solid ingre- 
dients of the above solution are combined into a compressed tablet, and 
one tablet dissolved in two (2) ounces of water, is equal to the standard 
solution. It is of the greatest importance, however, that the same 
specific gravity should be maintained as is found in the above solution. 
If such is not the case, or if the several ingredients have not been 
thoroughly triturated before compressing the tablet, a smarting sensa- 
tion will be experienced by the patient using the solution made from 
the tablet as a nasal wash, and instead of diminishing it, the congestion 
will thereby be increased. 

Following the spray of the antiseptic solution, an application of the 
glycerole of iodine mixture should be made. 

This mixture consists of ; 

Jt Iodine ^crystals) ... - gr. viii. 

Potass, iodidi - - - - - gr. xxiv. 

Glycerini - - -- -fjss. 

The effect of the iodine upon the mucous membrane being ver}' bene- 
ficial in reducing the inflammation and allaying the hypersensitiveness. 
Applications of this mixture should be made to the naris every other 
day, or at least twice a week. These can be made either by a cotton 
wrapped applicator, or in the form of a spray. The latter is prefer- 
able. Tlie patient may complain of a smarting or burning sensation 
resulting from the application ; this can be relieved by throwing into 
the nostrils a spray of any of the petroleum extractives, as, zero-cosmo- 
line, liquid albolene, or benzoinol. The last named preparation, in 
combination with eucalyptol, twenty grains of the latter to the ounce 
of benzoinol, has proven very beneficial in allaying this burning sen- 
sation, resulting from the iodine application. The benzoinol itself 
is bland, odorless, tasteless and quite soothing. In combination with 
the eucalyptol it leaves behind a sensation of coolness. In many of 
my forraulte for laryngeal, as well as for nasal sprays, I have found 
it an exceedingly valuable base. 

This treatment should be continued until the excretion resulting 
fi-om the catarrhal condition gradually diminishes, the mucous mem- 
brane becomes pale, and other signs of inflammation have subsided. 
In some instances a profuse secretion of mucus follows the applica- 
tion of the iodine mixture ; this ceases in a short time and leaves the 
nasal cavities more free. 

After such a course of treatment the shock which may result from 
surgical manipulations is greatly lessened and the wound will heal 
more kindly and rapidly. 

In simple chronic nasal catarrh, if this treatment is carried out faith- 
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iiilly, a cure may be affected in a comparatively short time. In those 
cases in which there is a dryness of the mucous membrane in the nos- 
trils, and a thick glossy mucus discharge from the vault of the 
pharynx, the topical application of the iodine mixture to the post-nasal 
cavity is of great benefit in stimulating the serous glands and making 
the secretions more watery. In making these applications to the 
pharynx, great care must be taken to prevent the medicament from enter- 
ing the larynx, by running down along the posterior wall of the 
pharynx. If this unfortunate accident happens, a severe laryngeal 
spasm is the result. 

In acute coryza the following treatment suggested by Hinkle, is very 
useful. A pledget of cotton, wet with a four (4) per cent, solution of 
cocaine is carried into each nostril, and left there for about five minutes- 
The cotton is then removed, and is followed by a spray of a four (4) 
per cent, solution of antipyrine. The patient should not be allowed to 
blow the nose until after the spray of antipyrine. The latter spray 
may produce a tingling sensation, this, however, rapidly subsides, and 
leaves a feeling of relief from the pressure. Menthol has also proved 
itself beneficial in this common affection. In combination with cocaine 
it is a valuable aid in relieving the turgescence of the turbinated tissue, 
and also in allaying the hypersecretion. The feeling of ooolnc-s re- 
maining in the air passages, after its use, makes it a very pleasant as 
well as a valuable adjunct to our solutions. It prolongs the anesthetic 
and depleting action of the cocaine. The following combination has 
been a very useful one in my hands : 

Jt Cocaine Muriate, Menthol, each - - gr. x. 

Benzoinol - - - - - f 5j. 

M.S. Spray. 

In closing this short r6sum6, I must not forget to mention the after- 
treatment of surgical cases. The wound should be cleansed by some 
suitable antiseptic spray a few times during the day of the operation 
and the day following. The patient sh:)uld then be examined, and 
condition of wound noticed. Very often the spray may be stopped in 
a few days. Of late, the new antiseptic, europhene, has been dusted 
on the wound ; and nothing further given. Some observers have 
claimed excellent results from its use. It has also been used for the 
relief of hemorrhage following surgical procedure in the nose. For 
the relief of this symptom I have used a fungus, known commercially 
as spunk. It is of a brownish color, soft, and can be cut in any shape 
desired. It can be introduced into the nares, again.-t the cut surfaces, 
and may be left there for a day or two without any ill effect. It stops 
the hemorrhage by its expansive property, producing pressure upon 
the bleeding surfaces. When it is removed it comes away without 
adhering to the wound, thus preventing secondary hemorrhage. It 
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prevents adhesions irom forming after operations and has been used 
for dilating purposes in the nose. Mr. Latham, chemist, of 75th street 
and 3d avenue, New York, has combined it with bichloride of mercury, 
iodoform, and tannin. I prefer to use it plain as the antiseptic pro- 
cess makes it stiff and unyielding. 

Peroxide of hydrogen has been found of service in the controllment 
of hemorrhage, following operative measures in the nose. In cases of 
hemorrhage resulting from the removal of posterior hypertrophies of 
the turbinated bodies, this remedy in full strength, should be sprayed or 
injected into the nose, before plugging of the posterior nares is resorted to. 
It not only acts as a haemostatic, but as a powerful antiseptic as well. 
When it is brought in contact with diseased surfaces, either of the skin 
or of mucous membranes, its decomposition takes place immediately, and 
at first "ozone," which is the result of this reaction, coagulates the al- 
buminoid matters of the secretions, the pus is destroyed and also the 
bacteria. It is claimed to be of service in the treatment of atrophic 
and rhinitis. 

To obviate the unpleasant symptoms of swelling and reaction which 
may follow the use of the galvano-cautery, I have used of late, an ap- 
plication of the trichloracetic acid, in crystalline form, in the manner 
suggested by Dr. Gleitsman* of this city. It is applied immediately 
following the cauterization, and the resulting eschar is dry, firmly ad 
herent, and as a rule accompanied by no unpleasant symptoms. This 
quality of drynes^is a great advantage of the acid, inasmuch as it does 
not spread to other tissues, as do similar deliquescent caustics. 

1029 Park Avbnue. 

lAnnals of OphihalmoloKy and Otology, January 1892, p. 62. 
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surgeons; physician to ST. LUKES HOSPITAL, TO THR PROTESTANT 

HOSPITAL, TO THE CITY HOSPITAL, ETC- 

While the literature of this subject has been mainly the product of 
the last ten years only, its study is replete with interest and impor- 
tance both to the general practitioner and the specialist. That the 
writings of Meyer and Lowenberg have been accepted by the profes- 
sion, is shown by the many valuable essays that from time to time 
appear upon this condition or some of its complications. 

It is not the object of this paper to set forth a complete bibliography, 
but rather to point out some of the injuries likely to arise from the 
presence of adenoid tissue in the upper pharynx and to give some 
practical rules for its detection and removal. At the beginning it is 
well to remember that this physical fault is much more common than 
many suspect and as will be hereafter shown, is the cause of many 
distressing complications in childhood. 

The etiology cannot with certainty be always made out. In some 
cases doubtless the condition is congenital as .thejinfant is from its 
birth, unable to breathe through the pharynx and nostril. Age is cer- 
tainly a predisposing cause, for the large majority of cases are among 
children and oftentimes a favorable change begins about puberty. 
Repeated colds and catarrhal conditions of the mucous membrane or 
anything that stimulates glandular activity in this location, may act 
as causes. 

The complications and sequences of glandular hypertrophy in this 
region are many and important, inasmuch as they are not only produc- 
tive of immediate trouble but also of more permanent injury. The 
most common noticeable change is in voice and respiration. The 
blocking up of the natural upper air passages, necessitates mouth- 
breathing with all its disagreeable results. The stupid appearance, the 
harsh expiration and the almost inevitable snores of the child so afiectr 
ed are all too frequent symptoms to be overlooked. The articulation 
is also imperfect, the voice has lost its resonance and the nasal twang 
and mushy word formation point unerringly to the location and gen- 
erally to the character of the obstruction. 

Owing to the involvement of the pharyngeal end of the Eustachian 
tube, the fiinction of the canal is often lost, and with the patency of 
the tube comes more or lees dimunition of hearing. Dr. Blake, (Bos- 
ton Medical and Surgical Journal March 15, 1888) estimates that aural 
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complications are present in 83 per cent of all children who have 
adenoid growths in the pharynx and shows that from this cause there 
may be not only Eustachian obstruction but also purulent inflamma- 
tion of the middle ear with all of its disastrous tendencies. 

Two kinds of osseous deformity may result from obstructed nasal 
respiration in the child. 1st, of the chest wall and 2nd, of the face and 
palatine arch. As less than the normal amount of air is received by 
the lungs during inspiration, the natural expansion and growth of the 
chest is injured. The ribs may appear as if they had been compressed 
laterally, the intercostal spaces are depressed and while the upper part 
of the sternum may seem unduly raised, it is in marked contrast to the 
lower part of the middle third which often so recedes that a noticeable 
concavity is found over it. When this unnatural contour becomes fix- 
ed by osseous development, the child goes into adult life with the in- 
effaceable evidence of early impeded respiration. That perfect pulmo- 
nary function can ever go on with this deformity, is to me a matter 
of doubt, although it is true that a tolerance of, and adaptation of the 
vital organs to the irregular and imperfect boundaries are often ac- 
quired. 

The second class of deformity is quite as important as the foregoing, 
but has not been so frequently referred to by medical writers. I can- 
not do better than quote from Dr. F. H. Hooper \_Medieal and Surgic- 
al Reports of Boston City Hospital, 1889.] for it is to the essays of this 
author that the profession is indebted for much of interest upon this 
subject. He says : 

**Onoe aware of the existence of this mechanical obstacle to nasal breathing, 
it does not require a very vivid Imagination to forecast the effects which, in 
the course of time it may produce in an individual if it is left in situ. These 
mechanical eft'ects may show themselves on the inside as well as the outside 
of the body, they are chiefly noticeable in the shape of the bones and soft 
parts ot* the face, and in the shape of the walls of the chest. On the inside 
of the body, we can see the narrow nasal chambers, the deformed upper jaw, 
the high palatine and narrow dental arch, and the irregularity of the teeth. 
The viodus opera?uli by which these deformities are brought about is evident. 
The naso-pharyngeal cavity being locked up, mouth-breathing results. The 
weight of the hanging lower jaw causes the face to become elongated. Lines 
and furrows are formed at the angles of the nose, mouth, and corners of the 
eyes, the cheeks are sunken and the nose is pinched. Dr. Henri Chatellier, of 
Paris, {Des iumeurs adenmdes du Pharynx, Paris, 1886.) has called especial 
attention to the deformities of the bones of the head and face, consequent upon 
obstructed nasal respiration. He points out that the air-cavities, as the front- 
al, sphenoidal, and ethmoidal sinuses, and the antrum of Highmore, being 
normally in communication with the air, cease to develop when the circula- 
tion of air through the nose is interfered with, and hence the dimensions of 
the face are altered. The lower jaw, which follows its normal development, 
often projects beyond the upper jaw, which is contracted in front, the upper 
lip being drawn up, while the hard palate, from the constant atmospheric 
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pressure within the mouth, is pushed upwards, terminating in a sharp angle 
like the Gothic arch. I think tliere is a definite relation between these adenoid 
growths and the V-shaped palatine arch, which has never been appreciated 
in considering the acquired cause of irregularity of the teeth in children, and 
which I wish to emphasize. In my experience, the high-arched palate is 
always present in typical cases of this complaint. Moreover, I believe it to 
be one of the earliest mechanical results of obstructed nasal breathing. 
Mouth-breathing being unavoidable in these cases, the constant pressure ot 
the air inside the buccal cavity gradually but surely, forces the hard palate 
upward." 

I have elsewhere endeavored to show that in some cases at least the 
abnormally high palatine arch is due to congenital syphilitic fault 
especially where associated with "Hutchinsons teeth" but I freely con- 
cede the accuracy of Dr. Hooper's observations in very many cases of 
adenoid growths in the pharyngeal vault. 

The diagnosis of adenoid growths is not difficult. The changes 
mentioned in voice and respiration are indications and positive in- 
formation may be gained by direct examination. If it is possible the 
vault should be searched by the rhinoscope and to do this well the soft 
palate should be pulled well forward by one of the several devices for 
this purpose, or the ends of an elastic cord may be passed, one through 
each nostril into the pharynx and drawn out through the mouth. Trac- 
tion on this will give ample space for the use of the small rhinoscope 
mirror. 

Where this is impracticable, digital examination should always be 
made. The fore-finger of the left hand can be passed up quickly be- 
hind the soft palate while the childs head is held by the right hand. 
The soft velvety obstruction which is easily felt and which generally 
bleeds readily is characteristic of adenoid change. Hooper has point- 
ed out a source of error in diagnosis arising from the contraction and 
backward pressure of the muscular fibers of the soft palate which may 
crive to the finger the sensation of adenoid obstruction. The location, 
the soft, velvet, irregular surface, and the bleeding are sufficient guards 
against mistakes. 

The treatment of these cases is removal of the obstruction. Not al- 
ways is it however, that treatment is neccssaay. If the symptoms of 
obstruction are not marked, if there is a fair amount of nasal respiration 
and the child is near puberty, no great harm may be done by letting 
the patient alone, for as before stated, there is a noticeable tendency to 
shrinking of these growths about puberty. 

The exceptional cases are not the ones as a rule, that the physician 
is called upon to treat. The necessity for removal is generally appar- 
ent. In some instances gentle treatment may be made effective. Re- 
peatedly I have had the growths disappear after several raspings with 
the end of the finger or, in one instance, by the use of a piece of dry 
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coarse sponge on the end of a pro-bang, after Voltolini's method of 
dealing with loosely detached laryngeal vegetations. Sometimes the 
pressure of a small pad of lint, saturated with sol. ferri. ammon. sulpL, 
against the growths will be sufficient, especially if used aft«r a part of 
the mass is removed by the finger or sponge. The astringent should be 
pressed hard up against the tissue and held in place for several second? 
by the finger or probe. 

When the mass is too firm and dense to permit the physician to ex- 
pect success from any of these methods, removal must be miade by the 
forceps. Often the operation may be done without an anesthetic ; in- 
deed I prefer to have the assistance of the child where it can be given. 
The danger of blood getting down into the lower respiratory tract, is 
not so great and by a little care in sponging, can be entirely prevent- 
ed. It is not necessary that all of the mass should be removed at one 
sitting — it is often better to remove a ^mall amount each day or two 
for five or six times. 

The most suitable instrument is a well made pair of post-nasal 
forceps. They need not be large, but should be so constructed as to 
give accurate and firm approximation of the cutting edge. The edge* 
need not be very sharp, for it is better to crush and slightly twist 
off the growth than to cut it away. A second pair of forceps with good 
cutting edges is sometimes needed in older children. By all means- 
avoid rectangular forceps with long pharyngeal blades. The shorter the 
blade and the slighter the curve, the more easily can the instrument be 
used, if so be that it can be made to reach the vault. I have not had. 
much success with the ring-knife or curette. 

If the tonsils are large it is best to remove them first or so much of 
them as will give space enough, both for the subsequent operation and 
for free respiration. As soon as a free passage is established for the 
entrance and exit of air through the naso-pharyngeal passages, the dif- 
ficulty can be considered as overcome, for return is very infrequent- 
For sometime after the removal of the obstruction, children should be 
reminded to breathe with the mouth closed, for often mouth-breathing 
persists as a habit when the necessity for it no longer exists. 

The care of the patient aft;er the operation is very simple. Should 
there be some purulent discharge for a few days, it can be easily dis- 
infected and the parts cleansed by the application of per-oxide of hy- 
drogen solution. A continual oozing of blood may require a weak 
astringent locally, though this is seldom needed. 

In conclusion, let the physician carefully study these cases, not so» 
much because of present conditions as of future injuries and because 
very simple operative procedure which he can himself undertake, maj 
result in lasting good to the child. 

3886 Wabbinoton Avr. 



Digitized by 



Google 



WOOD, THE TOXIC AMBLYOPIAS. 123 



THE TOXIC AMBLYOPIAS; THEIR SYMPTOMS, VARIE- 
TIES, PATHOLOGY AND TREATMENT. 

By Casey A. Wood, C. M., M. D. 

«>ATHOLOGl8T TO THR ILLINOIS RYK AND KAR IKKIKMART ; PROFRSSOR OF OPHTHALMOLOGY IN THR 
CHICAGO POST-ORADUATR SCHOOL; OCULIST AND AURIST TO 
THK ALRXIAN HOSPITAL, BTO , 
CHICAGO. 

The absence of a complete Eafflisb treatise on the above extremely important subject has 
tempted the writer to undertake the rather ambitious task of gathering together the scatter- 
-ed observatiooB and records of work done in this department, both at home and abroad, and 
of presenting them in something like a coherent whole to American readers. He has been 
partly moved to do this in view of the fact that so far nobody has seen fit tu translate either 
VhthofTs c\sMt\ii»,\ eisay [ Unterfntchungen uber den EinfiuHH deit chronUchen Afkohol{«mu« 
aufdaf menttchliche Sehoranti^] or (lalezowski's earlier monograph [Den AmhlyopieH et 
ilett Amaur(j»e8 Toxiqucttt 1878.] 

THE TERMS AMBLYOPIA AND AMAUROSIS— THEIR VARIETIES AND SYNONYMS. 
A DEFINITION OF TOXIC AMBLYOPIA. 

The employment of the term amblyopia (ambliis, dull, and ops^ the 
eye,) dates from the time of Hippocrates and has always been applied 
to those cases of deficient or weak vision not due to discoverable re- 
fractive error or to any sensible change in the ocular structures. In 
Other words, it describes one symptom only of certain so-called func- 
tional eye diseases. But just as many "functional" affections of other 
parts of the body are now explained by the presence of organic altera- 
tions and have, in consequence, been removed from the former category. 
«o we find that the discoveries ot the ophthalmoscope and microscope 
especially have greatly reduced the number of the amblyopias. The 
former instrument has revealed to us many lesions in the background 
of the eye hidden from the oculists of the "pre-ophthalmoscopic era," 
while the latter has demonstrated the existence of pathological changes 
in the visual apparatus that were previously unsuspected or were mat- 
ters of conjecture only. In spite, however, of these facts and in the 
face of protests made by even early writers on ophthalmology the re- 
tention of the expression "toxic amblyopia" may be defended upon the 
ground that as yet no other name has been suggested or generally 
adopted that furnishes a more definite idea of the morbid alterations in 
the ocular structures brought about by certain toxic agents. 

Mackenzie (1) preferred the term amaurosis {amanros, dark), de- 
fining it to be an obscurity of vision due to diseases of some portion of 
the ocular nervous apparatus, a definition which would include and 
better describe some of the so-called amblyopias. Since his day, how- 
ever, a diflTerent meaning has been attached to this term by most au- 
thorities who, speaking generallv, reg?»rd amaurosis ns an advancrd de- 
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gree of amblyopia — a nearer approach to a condition of complete 
blindness. 

The designation of a diseased condition by one or more of its symptoms 
is to be deprecated and to be avoided when possible, but inasmuch as 
the terms toxic amblyopia and toxic amaurosis, not ouly describe the 
causation of the trouble, but also indicate their most prominent symp- 
toms, they have something to recommend them. Certain French 
writers have attempted to avoid the diflSculty by dividing this class of 
affections into two categories : one they term nhrrite retro-bulbaire 
and the other amblyopic toxiqtie, but as, in the opinion of the writer, 
many of the cases included in the former division probably belong to 
the latter, and as some of the latter are undoubtedly examples of the 
first class, the advantages of this nomenclature are not very apparent 
Nor does the term Intoxicationsamplyopie used by German writers, tell 
us any more about the causation of this important division of disease. 
No doubt that rule in semeiology which reminds us that diseased pro- 
cesses should bear a name indicative of their pathology will finally 
prevail in this department of medicine, but as long as the precise 
structural changes in many or most cases of toxic amblyopia and 
amaurosis remain unknown, or are in doubt, these terms may be con- 
veniently and consistently employed. 

Toxic amblyopia^ then, may be defined as that interference with vision 
produced by the use, in poisonous dosen, of certain drugs. In toxic 
amaurosis, blindness, temporary or permanent, is the principal symp- 
tom. 

At the outset, also, the writer would state his decided preference for 
prefixing the particular form of poison amblyopia or amaurosis with 
the name of the drug or drugs which have produced the disease in 
question, and in this monograph he proposes to speak of "tobacco am- 
blyopia," "alcohol-tobacco amblyopia," "quinine amaurosis," etc., 
whenever these expressions can properly be employed. 

CLASSIFICATION. 

A SYMPTOMATIC CLASSIFICATION MOST TSEFUL,— POISONS PRODUCING CHRON- 
IC RETRO-BULBAR NEURITIS.— POISONS PRODUCING CHI ER FORMS OF 01*TIC 
NERVE AND RETINAL DISEASE.— AGENTS PRODUCING CHIEFLY MYDRLASIS. 
—POISONS THAT BRING ABOUT CONTRACTION OF THE PUPIL. — POISONOUS 
A(iENTS WHOSE EYE SYMITOMS ARE INCONSTANT. 

To any one acquainted with the subject of poison amblyopia (and 
this term Avill hereafter be understood to include amaurosis where the 
two conditions are not contrasted,) it will be evident that the agents 
which produce deterioration of vision may be roughly divided into two 
classes. The first comprises those whose toxic afiects are generally 
known to present certain constant factors and to be ai?sociated with in- 
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jury, more or less demonstrable, to the optic nerve and retina. The 
second group will be made up of those substances that produce a 
weakening of sight for the most part of an acute and transitory charac- 
ter, unaccompanied by physical signs of tissue change in the optic 
nerve which entitle them to be included in the first class. The follow- 
ing classification is in some respects empirical, but for our purposes, it 
is a useful and necessary one. The more important agents are italicised. 

Class I. — Poisons that directly affect the Optic Nerve, 

Division 1. Poisons that produce a chronic retro-bulbar neuritis — 
alcohol; tobacco; alcohol-tobacco; carbon disulphide; haschisch; iodo- 
form ; arsenic (?) 

Division 2. Poisons producing other forms of optic nerve and reti* 
nal diseases — lead ; quinine ; salicylic acid and sodic salicylate ; cocaine ; 
venom of poisonous reptiles ; salts of silver ; mercurical preparations ; 
ergot ; nitrite of amyl ; nitrous oxide gas ; male fern and pomegranate. 

Class II. — Poisons whose Amblyopic Symptoms are Unaccompanied by 
Retinal or Optic Nerve Lesions, 

Division 1. Agents that produce chiefly mydriasis — belladonna and 
its products ; alkaloids from the datura stramonium ; hyoscyamus 
niger; decomposed food ; poisonous fungi; poisonous fish (ptomaines; 
leucomaines, etc,); sulphuretted hydrogen ; carbolic acid. 

Division 2. Agents that bring about a toxic state whose chief ocular 
sign is a contracted pupil. These are morphia and other preparations 
of opium; aconite (?); chloral and its hydrate; pilocarpine and ja6or- 
andi extracts ; eserine and calabar bean. 

Division 3. Poisons producing various or irregular eye symptoms — 
osmic acid ; picric acid ; santonin ; digitalis ; tea ; chocolate ; gelsemi- 
um ; aniline dyes; nitro-benzol ; emanations from pitch and coal ; prepn 
arations of iron (?); iodine (?); arsenic; naphthaline; coffee (?); nieth- 
ylated spirits ; ethylene chloride ; sulphuric acid ; poia^ic bromide. 

The list of agents whose use, local or general, is said to have produc- 
ed visual disturbances is, thus, a long one, but in some instances the 
accounts given of the alleged amblyopia are very meager or very in- 
definite, or they come to us in the shape of physiological experiments 
made upon the lower animals. In some other cases the amblyopia was 
plainly due to local, mechanical irritation of the conjunctiva and cor- 
nea, or, like the ordinary myotics, to mere contraction of the pupil with 
or ^^•ithout interference with accommodation. Lastly, I have in sever- 
al instances found isolated references to ocular symptoms supposed to 
be produced by toxic agents which could not be traced, or when traced 
turned out to be entirely misleading. 
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ETIOIX)GY OF TOXIC AMBLYOPIA. 

ALCOHOL.— TOBACCO.— ALCOHOL-TOBACCO.— CARBON DISULPHIUE.— CANNABIS 
INDICA— IODOFORM.— LEAD.— QUININE.— SAUCYLIC ACID AND OTHER SAU- 
CYLATES. — COCAINE. — ^VENOM OF POISONOUS REPTILES.— MYDRIATIC AlKA- 
LOIDS.— DECOMPOSED FOOD.— SULI»HURETTED HYDROGEN.— CARBOLIC AOD. 
-MORPHIA AND OTHER OPIUM PREPARATIONS. 

Alcohol. — Notwithstanding the assertions of some authorities, there 
can be no doubt but that the drinking of this poison is one of the most 
frequent causes of toxic amblyopia. Deficient vision from abuse of al- 
cohol has been recognized by the earliest writers on this subject For 
example Plenck, (2) among the cases of amaurosis gives prominence to 
ahimi8 spirituosorum. Not to mention the exhaustive treaties of Uhthoff 
(3) in late years, the reader will find the case for deohol argued at 
length in Doebbelin's (4) thesis, published in 1850. 

It is probable that the more dilute forms of alcoholic beverages taken 
in moderation (two or three glasses of beer or wine daily) alone rarely or 
never produce chronic amblyopia. Hutchinson (5) thinks that the im- 
purities in and additions to spirituous liquors may be held accountable for 
a large part of the damage to sight, but it has yet to be established that 
such adulterations as amylic alcohol (ftisel oil, potato spirit) and the 
empyreumatic oils or such ingredients as are commonly added to alco- 
holic liquids to form the liqueurs (wormwood in absinthe, hydrocyanic 
acid in maraschino, oil of juniper in gin, and so on,) as well as the 
elaborate concoctions know as "fancy drinks" are, per se, capable of 
producing the characteristic symptoms af this disease. It is well estab- 
lished that long continued and frequent indulgence in small quantities 
of spirits is more deleterious to eyesight than occasional "sprees." The 
persistent morning nausea, anorexia, muscular tremors, sleeplessness, 
and dull headaches that plague the chronic drinker are more likely to 
be associated with degeneration of the optic nerve tissues than are the 
more acute troubles of the deep but occasional drunkard. Of a 1000 
cases of decided alcoholism, UnthofT found that 6 per cent of them 
were sufferers from amblyopia ; in 6.5 per cent more he found optic 
nerve changes without amblyopia ; in 5.3 per cent pathological states 
of the optic nerve and retina, and in 12.2 per cent other diseases of the 
ocular a}>paratus. So that 300 of these lOOO chronic alcoholics had 
eye affections of one kind or another. 
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(to be continued.) 
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PROGRESS. 



NOTES FROM FOREIGN OPHTHALMIC JOURNALS. 
By Casey A. Wood, C. M., M. D. 

ITROPKSSOB 0¥ OPHTHAUIOLOGT, CHICAGO POST-GRADUATR MRDICAL SCHOOL; OCCI.IST AND 
AURI8T AI.KXIAN HOSPITAL, RTC. 

The bacteriology of the septic ophthalniise [meaning by the term those 
pathological processes that are established in the eye as the result ot* metastasis 
in pyemia, septicemia (ulcerative endocarditis etc.), typhoid fevep, ceitbro- 
spinal meningitis, pneum<»nia) is considered in a most interesting and valuable 
article by Jean Mitval-ky (Des ophtalmies septiques. Bevue generate d'- 
ophiaitnoiogie Nov. 1891.) to which we shall devote considerable space. 

These ophthalmice vary as much anatomically as they do clinically ; some 
manifest themselves by recent retinal hemorrhagi»s, some by punilent deposits, 
-others by a rapidly spreading purulent choroiditis, while the graver cases ai-e 
characterized by a panophthalmitis that ends, if the patient survive, in atrophy 
of the globe. 

Premising that the micro-organisms found are chiefly staphylococci (Gayct) 
and streptococci (Wagenmann) the writer objects to the staining methods of 
'Gram and LofHer as applied especially to the purulent collections in the dis- 
ease. Heprefersa solution of heitiotoxylin in methy lie alcohol and glycerin^ 
which colors both the nuclei of the cells as well as the bacteria. The Grena- 
•cher or the Delafield formula acts rapidly and i-ffectually. He claims for 
this process that no special preparation is required, that the microbes be- 
-come more deeply stained as time goes on, and that it i}ermit8.the use of 
Miiller's fluid for the preservation of the globe. 

Case I. A woman, mi 24, had an attack of puerperal fever followed by 
a^bilateral metastatic panophthalmitis and died on the fourth day. An autopsy 
ahowed septicemia and an endocarditis; in the blood and on the cardiac 
vegetations streptococci were demonstrated. 'J'he right glolw examined un- 
der the mircroscope showed a purulent inflammation produced by embolic 
^treptocom which were discovered in the retinal capillaries and precapillaries. 
The layers of the retina— espeially the nervous lamina— were infiltrated by 
purulent masses. These purulent deposits had so compressed the vitreous 
that its diameter was reduced to one centimeter. Although the choroid was 
inflamed and had been affected by the deposits of pus, the latter being mere- 
ly superimposed, it was not directly involved, so much so that one had the 
right to designate the condition as a *'(leiK)sit of retinal pus." The i*etina 
itself was completely disorganized and with the exception of the^^ar* ciliaris 
relinic and at the papilla had been totally detached from the underlying 
choroiil. The retinal fragments spread throughout the purulent depots were 
readily recognizable as such and their situation ancl appearance Fcenud to 
Indicate that the cell multiplicati »n chiefly proceeds from them and had not 
occurred from the hlcodviss-il. t-ome pcrtiors < i tl.e retina were surrounded 
by colonies oi cocci. 

Hemorrhages were numerous and were discovered even in the thickest 
layers ol the retina ; they took the form of nodules in the nerve fibre layer 



Digitized by 



Google 



128 WOOD, NOTES FROM FOREIGN JOURNALS. 

and were smallest in the ganglionic lamina. They were most numerous in 
localities free from microbic deposits. The central vein of the retina showed 
no change except engorgement /fits branches and an occasional rupture- but 
the walls of the central arterial branches presented distinct evidence of 
a purulent inflammation — these were most recently affected near the disk, in- 
dicating the commencement of the process at the pheripheral capillaries and 
its spread toward the main trunks. Both the laUiina fusca and the neighbor- 
ing sclera were invaded by a liquefadent army of streptococci. The deeper 
layers of the cornea were the seat of a purulent inflammation but no bacteria 
were found there. This latter finding is explained by the fhct that in such 
cases the inflammatory process advances far ahead ot the bacterial colonies. 

Case II. A woman, aged 44, had pneumonia, followed on the sixth day by 
a left sided, metastatic, purulent choroido-retinitis terminating six weeks ai\er- 
wards, in perforation of the globe beneath the rectus intemus. The Iris^ 
showed symptoms of a plastic inflammation with a fibrinous lenticulo-pupil- 
lary exudation. The latter was afterwards absorbed and was replaced by a- 
hyphoema. ' The globe atrophied and on the 70th day measured only 16 mm, 
in its antero-posterior diameter. The sclera was hyperplastic ; the iris was- 
adherent to the lens and infiltrated with leucocytes ; the choroidal debris and 
retinal remains, transformed into a liquid mass, tilled the posterior cha^iber. 
Bacteriological cultures were prepared with gelatine and agar agar and from- 
these the aqueous of rabbits was carefully inoculated. The result was in 
every case a panophthalmitis due to the presence of the staphylococcus 
pyogenes aureus, that microbe having been also demonstrated by Gram's^ 
method and in cultures made from the fluid contents of the atrophied eyeball. 

Case III. An apparently healthy man, aged 31, came down with an acute 
fever of the typhoid form. On the third day multiple subconjunctival hemor- 
rhage appeared and on the fourth day he died. At the autopsy, six hours 
after death, a very advanced form of general tissue destruction was found ; 
the cells of the organs seemed to be in a condition of marked parenchymatous 
degeneration. The blood corpuscles were largely destroyed and the blood 
itself had been converted into a dirty lymph mixed with powder-like grains. 
In this morbific liquid innumerable oval streptococci were readily demon- 
strated. Cultures fVora the blood and spleen produced the same microbe. 
All the membranes of the eye presented the same cellular, necrotic degenera- 
tion as the rest of the body; but these were, outside of the small vessels and 
of the hemorrhagic infarction?, no detached colonies of cocci to be found. 
The rods and cones of the retina had suflered most and minute depots 
of pus, surrounded by a detritus composed of these, foniied the principal 
pathological change. Doubtless this was an obscure form of septic, puni- 
jent retinitis (confined to the two external layers) a sequel of exanthematous 
typhus. 

Mitvalsky generalizes as follows on the subject of puerperal panophthalmitis : 
in ihe jmeiyeml infection the xtreptococntJi (*S. puerperal is, Friinkel) de- 
velops and muUipUesin the blood until masses arc fonncd tJial act as etnboH and 
hdgc in Uie capillaries and precapillaries of the retina and choroid as well as in 
the t4:rminal system of the orbicularis ciliaris of Sattler. This is followed by a 
prf/rnlcnt inflammation shoiving a marked teruleney to necrosis. Finally die 
imdfij)h/infi microbes leave tlie blood-vessels^ (partly propagating their hind in 
the nHgld)oring tissi/cs) and as ifie inflammaiion spreads diffuse their toxic 
prrxlueUfrom the new as well as frorti (lie older colonics. 
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In connection with the second case it is worthy of notice that the metastatic 
purulent choroiditis was not due to streptococci but to the staphylococcus 
pyogenes aureus. 

The writer gives Knapp credit for his early observation and recognition of 
these metastatic processes and although he has not examined a case of puru- 
lent ophthalmia following cerebro-spinal meningitis (such instances must be 
rarer in Prague than they are in other kliniks ! ) he hardly does justice to 
de Wecker's presentation of the probable cause of the metastasis. As we 
remember it, without reference to the TrnM Compkt (ii. 462),that author 
lays quite as much stress upon the infective character of the cerebro-spinal 
fluid as upon its pressure-overflow into and along the lymph spaces of the 
optic nerve. 



Although Richard Hilbert's article (Zur Pathologic des Flimmerscotoms, 
CentralbUxtt fur pkt, Augenheilkunde, Nov. 1891.) on the Pathology of 
Scotoma scinttUans does not throw any new or brighter light on the subject it 
gives a very good review of our knowledge of it which ought to be acceptable 
to both the oculist and general practitioner. He begins by dividing the dis- 
ease, of which the temporary blindness is of course a mere symptom, into 
two kinds, (I) hemicrania angioparalytica, in which there is a vasomotor 
paralysis present, and (2) hemicrania sympathico-tonica, distinguished by 
•*cramp" of the nerve. 

As is well known this disease sets in irregularly and is usually unilateral, 
although (Schirmer) it may be double-sided. The interval between the at- 
tacks may range all the way from a few days to a year and they are accom- 
panied by more or less headache aflecting one side of the head— hence the 
connection with hemicrania. The transitory character of the blindness and 
hemicrania have earned for it the names scotoma scintillans, amaurosis 
partialis fugax (Forster), ocular migraine (Galezowski). 

The subjective symptoms include more or less unilateral headache followed 
by a scotoma (or better **defect in the field of vision") which either lies in the 
center or afiects one-half the field, that is divided into two halves by a vertical 
line. Finally a wavy, glittering light (sometimes colored) appears in the 
affected part and vision there is temporarily abolished. This phenomenon 
lasts from a few minutes to an hour or more. Martin's assertion that ocular 
hemicrania is always associated with astigmatism is false. With the excep- 
tion of redness or pallor of the face no other subjective symptom has hitherto 
been described. However vSchrckier ho^ noticed a unilateral paresis and 
anesthesia of an apopletic character following an attack. 

In but one case, described by Ilaab, was an autopsy made. The chief find- 
ing w^as an old apoplectic cyst in the right occipital lobe, directly under the 
cortex and in the region of the corona radiata. 

The reason why this disease (which is more in the nature of a neurosis than 
an ocular affection) should frecjuently occur in the early stages of organic 
brain lesions is of course plain. 

The following case is of importance inasmnch as a positive ophthalmoscopic 
finding was to be made out: Mr. A., otherwise perfectly healthy man, ait. 
37, has suffered since boyhood from leftsided hemicrania sympathico-tonica. 
It sets in 2 or 3 times a year without warning and lasts from one-half to a 
whole day. With it nausea and vomiting. I saw him February 15th, 
when he was very anxious and complained as follows: At seven 
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o'clock the well known headache set in and about eight it disappeared. 
To his great distress he found, however, that a cloud occupied the centre of 
his left eye and that across it nin a fier\*, yellow red zigzag line which waved 
back and forth from the center to the periphery of the visual field. He saw 
very little with the e3e and was afraid of going blind. His face was pale and 
anxious and he shivered. The left pupil is dilated ; all the mucous mem- 
branes in sight are bloodless. The temporal arteries are rigid and the pulse 
is haixi and beats 58 to the minute. The headache is not so severe as usual 
and there is no nausea. On using the ophthalmoscope I found to my :vstonish- 
ment that th»{ chief branches of the arteria centralis retinas were pulsating. 
The heart is nonnal and the urine free from albumen and sugar. 

Amyl nitrite inhalations wore given and in half a minute the face was red 
and the scotoma was not so marked. In iive mioutes the symptoms had en- 
tirely disappeared. The pulse increased to 80 and tJic pulsation in the retinal 
urteries was no longer visible. 

Later on the patient had an ordinary attack of migraine but no accompany- 
ing scotoma. 

From all pablishe*! cases of scotoma scintillans we learn (I) that the sub- 
jective symptoms are very variable, (2) that aside from disease of the circu- 
latory apparatus a distinct pulsation of the arteria cent, retinae may be pres- 
ent, (3) that the affection may be caused by coarse lesions in the occipital 
lobe as well as by v isomotor changes affecting the light perceiving centers. 

204 Dbabborn Strrrt. 
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NOTES FROM AMERICAN OPHTHALMIC JOURNALS. 
By B. E. Fryer, M. D., 

KANSAS CITY, MO. 

OPTIC NEURITIS A1?TER MEASLES AND INTERMITTENT FEVER. 

I). HiRAM W<M)i)S. (\o\. xxi, No. 1, Archives of Ophthalmology), reiwrtstwa 
eases following measles and one as a i-esult of intermittent fever. Dr. Woods 
states : **So far as I have been able to iliscover, neniitis after measles has been 
explained in three ways: (I) coincidence; (2) dise;tses of the visual centre 
in the occipital lobe with consecutive charges in tlie optic tracts and nerves. ; 
(3) basal meningitis. Cases are not numerous and autopsies less so, hence 
explanations ai-e little more than hypotheses." **Undoubtedly there is such 
a disease as idiopathic optic neuritis, and it could easily (KXiur during convales- 
cence from mcju^le** as at any other lime. Noyes (Diseast^s of the eye) ex- 
presses the opinion that "in theoretical statements too little stress has been 
laid upon the kind of idiopathic affection. It would however, be almost en- 
tirely negatived as an explanation of such cases as those narrated, (a) if optic 
neuritis occurred frequently enough after measles to demonstrate that the 
latter had a causative influence, even it this influence could not be identified, 
or (6) if such conditions as are known causes of neuritis exisleil with meash's 
and were caused by it." **As legards (a), most authors mention (ipiic neu- 
ritis as an occasional se<iuela of measles. While not undertaking an explana- 
tion of its production, they evidently do not think it merely a coincidence. 
Proposition (b) nuist be accepted or rejected according to the evidence 
which can be produced in favor of the se<*ond (»r third explanations given 
above, or possibly, of some other not here mentioned." 

Dr. Woods refers to other writers who have reported cases of optic neuritis 
and comments on the latter. Woods states that "cases of blindness from 
measles seem, then, of two kinds: (1) tho.«e showing no eye lesion until late 
in the history of the case; (2) those with marked neuritis from the beginning. 
The former are apparently due to cerebral lesion— prc»bably vascular — with 
consecutive nerve disease ; the latter to basal meningitis and neuritis. 



THE ETIOLOOY OF INFLAMMATION OF THE EYE AFTER INJURY WITH 
FOREIGN BODIES. 

Dr. Stanislawa Poplawska, {Archives of Ophthalmology. Vol. xxi. No. 1,) 
gives the results of the examination microscopically of twelve eyes enucleated 
by Prof. Haab "for panophthalmitis after injury with a foreign body. Pop- 
lawska very truly states that ** We lack detailed reports of the examination 
of pus in eyes with pan-ophthalmitis, of the results of pure cultures and in- 
ocaiatioDS,'^and of tbeoonditioD of the microbes in question in the tissues of 
the eye." 

Poplawska give his technique of preparing the enucleated eyes for the 
microscope. The results of his work be summarized as follows— a^r definite- 
ly describing the examination of each eye both macroscopically and micro- 
scopically. **In these eight cases microbes were positively found; in four 
others 1 was unable to find microbes, in spite of careful searching and the 
careful use ot all three methods of staining." 

*'£ight of the twelve eyeballs examined showed microbes. They were 
without exception bacilli; and in each case showed but a single variety, so 
that there was never a mixed infection. The bacilli lay always in the me- 
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diiim which contained the foreign body, viz : the vitreous, and in spite of 
careful searching were never found in the anterior chamber, iris retina or 
choroid. In the vitreous they were confined to a small locality, almost al- 
ways immediately surrounding the foreign body." 

Poplawska does not state as to whether in the four eyes in which no mi- 
crobes were found there was pus. 

Plates are given of the bacilli from the eight cases 

REMARKS ON THE TREATMENT OF TRACHOMA BY THE EXPRESSION OF THE 
MORBID SUBSTANCE WITH A ROLLER FORCEPS, BASED ON A 
• SERIES OF 114 CASES. 

Dr. H. Knapp, (Archives of Ophthalmology, Vol. xxi, No. 1.) refers to the 
method for the ordinary treatment of trachoma as being unsatisfactory and 
tedious. He gives a wood cut of his roller forceps and describes his method 
of using it. 

Of the 114 cases treated there were 16 cases of follicular catarrh, 64 cases 
ol follicular trachoma, 22 cases of difl'use trachoma, 10 of cicatricial tra- 
choma, and 2 cases of homy summer granulations. 

Of the 16 cases of follicular catarrh, tifteen were cured. Fifty-four of the 
cases of follicular trachoma were cured, and of eight no record was given, but 
a cui*e was believed to have occurred. Of the 22 cases of diffuse trachoma, 
seventeen were cured, three did not report after treatment, one had a relapse, 
one had an attack of acute conjunctivitis six months atlerwards, but no re- 
turn of the granulations. Knapp states in reference to his forceps: **The 
newer instruments have conical pivots which dip into coiTesponding depres- 
sions. Tiemann & Co., proposed also to make an instrument with longer 
limbs of the stirrup and a set screw to remove and cleanse the pivots and 
sockets At my suggestion they made the branches a little longer and some- 
what elastic so that the roller can be removed and reinserted." 

[Knapp'g roller forceps is of the utmost advantage in the treatment of 
trachoma, a disease hitherto the bete noire of ophthalmic surgeons. My ex- 
perience with the forceps has been exceedingly satisfactory. B. E. F.] 

Two CASES OF Papilloma of the Conjunctiva Encroaching upon the 
Cornea, are reported by Dr. F. H. Sims in the Archives of Ophthalmology 
Vol xxi. No 1, which were operateii on in Professor Fuch's clinic. The repor- 
ter states: '*The interest in these cases is increased by the fact that in buth 
instanoes the growths encroached upon the cornea, so far in one ca-ie as to 
materijilly d4sturb vision on the eye upon dilatation of the pupil." 

**A careful search into the literature of the subject reveals the fact that only 
ten cases of well marked papillomatous growth of the conjunctiva have been 
reported. Most of these had their orgin from the caruncle, semi-lunar fold or 
from the palpebral conjunctiva, usually near the margin of the lid. In four 
instances, however, the bulbar conjunctiva was involved either primarily or 
by extension of the growth from the palpebral portion. In none of these 
cases was the limbus or cornea involved, which is more remarkable, as men- 
tioned by Prof. Fuchs, when we consider that the limbus is the only portion 
of the conjunctiva where papillae are to be found." 

TRAUMATIC PANOPHTHALMITIS; ENUCLEATION; UNCONTROLLABLE HEMOR- 
RHAGE; DEATH. 

Dr. J. H. Thompson, {Archives of Ophthalmology, Vol. xxi. No. 1,) relates 
a case in which death from uncontrollable hemonhage occurred on the 
seventh dav alter enucleation. 
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:notes from laryngological and rhinological 

literature. 

By M. D. Lederman, M. D., 

8UBGSOII TO THE NOSB ASD THROAT DEPARTMENT OP THE YORKVILLE HOSPITAL FOR DISEASES OP 

WOMEN AND CHILDREN ; CLINICAL ASSISTANT TO THE THROAT DEPARTMENT OP 

THE MANHATTAN ETE AND EAR HOSPITAL, ETC., NEW YORK. 

case of a broncfflectatic abscess due to th|: impaction of an 
o'dwyers tube. 

G. A. Sutherland, M. D., (The Lancet, vol. i. No. 3569, 1892) reports a case 
of a patient, male, aged seventeen years and a half. Was struck on tlie front of 
the neck, by a piece of wood. Complained of pain in the throat and diflSculty 
in swallowing. Tenderness on pressure and voice husky. Cough followed 
with mucoid expectoration . Laryngeal stridor with tracheal obstruction were 
noticed. Laryngotomy was performed, and the dyspnoea was somewhat re- 
lieved. The laryngotomy tube was removed and intubation of the larynx was 
emyloyed for the relief of stenosis, which had supervened. During a fit of 
^;ou<»'hing, the string attached to the tube broke and the tube passed down into 
the trachea. Several efforts were made to remove it, but were unsuccessful. 

For three months the tube lay in the air passages without causing any 
symptoms by which its presence could be recognized. At the end of this time 
the patient began to expectorate pure pus ; sometimes amounting to fifteen 
ounces per diem, not offensive, and in which no tubercle bacilli could be found. 
Cough was a constant symptom. During a severe paroxysm of coughing, 
the patient felt something move m his chest, and the breathing which was 
loud and blowing, suddenly became quiet. The violent fit of coughing lasted 
three hours. 

The area in which the movement of the tube was felt, was slightly to the 
left of the sternum about three inches from its lower end, in the left side. There 
was a distinct wave of pulsation over the whole cardiac area with each 
l)eat, and the apex was felt in the fourth intercostal space, just outside of the 
nipple. Overthe whole of the left side of the chest there was dullness, well 
marked, with bronchial breathing which was most intense over the upper 
lobe. Vocal resonance was slightly increased. Three inches of the sixth 
rib, on the left side in the axillary region, were resected. The aspirating 
needle drew offensive pus. The wound was enlarged and the finger intro- 
duced into the large abscess cavity. No foreign body could be detected. Tha 
cavity was packed with cyanide gauze. Bleeding followed the removal of 
the drainage tube and dressing a few days later, and the patient died from the 
hemorrhage. 

The post-mortem examination revealed the greater part of the lower lobe 
destroyed by the abscess, and the part remaining was collapsed and airless. 
The 0'Dwyer*s tube was found in the left bronchus, the head ol the tube ly- 
ing three quarters of an inch below the bifurcation of the trachea, and the 
body passing down into the bronchus leading to the lower lobe. 

tonsillotomy and its therapeutic EFFICACY. 

Dr. J. M. W, Kitchen, of New York, is an advocate of the Mackenzie 
tonsillotome. Cases cf severe hemorrhage, he states, usually rosuU from using 
a keen-bladed knife, or from tearing the tonsil or part of it, from its bed. 
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With the Maciienzie instnmient, you crush as well as cut, so as to lessen ihe 
danger of hemorrhage. It can be used as a tongue depressor and mouth-gag. 
The author ases cracked ice for the control ment of hemorrhage. Pressure 
and torsion are advised. For several years he has performed tonsillotomy to 
abtjrt an attack of quinsy, and with success. He recommends to operate at 
the beginning of an attack l)efore he fancies the neighboring parts have be- 
come too swollen. This method, he states, will save many hours of agonizing 
suffering. He mentions a lengthy list of affections which this operation will 
remetlv.— 3/e<itca/ B(cor(i, Vol. 41. No. 3. 



CASE OF HEUPES OF THE LARYNX. 

R. E. ScuoLEFiELD, A.M., M.B., reports a case of a male, forty-one years of 
age. The patient when seen was suffering trom a curious combination of 
dyspna»a, difficulty in swallowing, and nervous excitement. Symptoms came 
on suddenly. Patient complained of tightness in his throat, with hoai*?eness 
and cough. Large quantities of saliva flowed over his lips. Great pain was 
a peculiar feature. Pressure anywhere between the lett side of the larynx 
and the ear was not only extremely painful, but also caused the patient to 
roll about in the most extraordinary contortions. Hydrophobia was thought 
of. but the evidence was wanting. Examination revealed the fauces reddened, 
uvula aMlematous, no ulceration present ; clear glassy nmcus was secreted 
rapiilly from the naso-pharynx. With the aid of cocaine the larjngoscopic 
examination disclosed the following: The true and false cords were normal, 
as was also the rignt arytenoid an I aryteno-epiglottic fold. The left was 
retlder than normal, and presented a ma.ss about the size and shape of three 
peas more ov le.'*s fused t<»gelher, and capable of being moved over with a. 
prolxi to either side. 'I'he mass resemble<l a polypoid degeneration of the 
mucous membrane. Posterior rhinoscopy revealed nothing further. Three 
days from first examination, the mirror showed a small bulla, tilled appjirent- 
ly with pus, seate<l <m the summit of the enlarged and swollen arytenoid. A 
patch of herpes was now observed about the lett nostril and upper lip. On 
the first api»earance of the throat symptoms, the temperature was 103.4''. 
Condition gradually improved, and patient was discharged in two weeks. 
Trcjitment ccmsistetl of cold compresses to the neck, and an ether draught. — 
Tfie lAincet, Vol. 1, No 3670, 18D2. 



Lysol— This new disinfectant and antiseptic, is recommended as promptly 
arresting the development of micro organii'ms. It has been advised in the 
treatment of rhino-pharyngeal and laryngeal diseases, as well as in affections 
of the middle and external ear. It is obtained by dissolving the fraction of 
tar oil which boils between 190<* and 200** C, in fat, and subsequently saponi. 
fying Mrith alcohol. It is a clear brown, oily liquid, and contains fifty per 
cent, of cresols. It can be mixed readily with water, and forms clear solu- 
tions with glycerin, alcohol, chloroform and various other fluids. Tuerbruiger 
recommends half to one per cent, solution for the hands, and one quarter per 
cent, for instruments. It is one-eight as poisonous as carbolic acid, and 
cheaper. Pee recommends a one per cent, solution in midwifery and gyne- 
cology, and says that a 1 to 200 solution destroys streptococci in fifteen minutes. 
His experience with it has been very favorable. 

MoNOCHLORPHENOii— Is recommended by Dr. Passerini for innalation iik 
phthisis.— r^ Lancet, Vol. 1, No. 3670, 1892. 



Digitized by 



Google 



MISCELLANY. 135 



ANNALS OF OPHTHALMOLOGY AND OTOLOGY, 



A QUARTERLY JOURNAL OF PRACTICAL OPHTHALMOLOGY, 
OTOLOGY. RHINOLOGY AND LARYNGOLOGY, 



EDITED BY 

JAMES P. PARKER, M. D., Kansas City, Mo. 

IN CONJUNCTION WITH 

Dr. B. E. fryer, Kansas City, Mo. Dp. T. MELVILLE HARDY, Chicago, Ilu 

Dr. CASEY A. WOOD, Chicago, III. Db. M. D. LEDERMAN,»Nbw York. 

De. JOHN S. STEWART. Philadklphia. 



Subscription Price, Per Annum, .... $2.00. 
Single Copii«>>, HO Cents. 



Published byPCAXSAS City Polyclinic Post-Qraduate Mrdical School, (Incorporated. 
1019 Oak Street, Kansas City, Mo. 

Vol. 1. APRIL, 1892. , No. 2 



CLINICAL NOTES. 



Melancholia Agitata. Tuberculosis. Abscess of Each Cornea. 
Successful SAEanscH's Section. — A woman, aged 51, was admitted to the 
insane wards of the Philadelphia Hospital on account of melancholia ^agitata. 
She refused food and nasal feeding was neceesary. The mental distress was 
extreme and the agitation incessant. Late in June, of 1890, a corneal ulcer ap- 
peared upon the right side, and rapidly developed into an abscess occupying 
more than half of the cornea. A smaller and somewhat circularly shaped 
abscess developed upon the left side. Saemisch's section was performed in 
each eye, and the sloughs removed. In spite of the fact that it was necessary 
to confine the patient in a jacket, and that her nutrition was very much be- 
low par on account of the difficulty experienced in giving her food, the eyes 
made an uninterrupted recovery, healing finally with a surprisingly small 
scar, in neither case directly central, so that the patient saw very well although 
it was impossible to ascertain with test-types the exact state of vision. Pre- 
vious to the section and the removal of the pus, vision was reduced to light 
perception. Atl;er the operation she recognized the attendants and could find 
her way perfectly along the corridors of the ward. Some months afler thia 
the patient died, and at the autopsy there was general miliary tuberculosis. 

Malarial KERATms.—A man, aged 59, was admitted to the wards ot 
the Philadelphia Hospital with intermittent fever. Four weeks before he ap- 
plied for treatment he experienced his first chill. This occurred twice a day, 
and two we^ks after the first chill the eyes began to mflame. He had been 
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under massive doses of quinine, and when he was admitted to the eye ward 
there had been no chills for a week. Four years ago he had experienced a 
precisely similar attack. 

The following lesions were present in each cornea: There were two some- 
what peripherally situated patches of ulceration consisting of irregularly 
branched furrows surrounded by a bank of minute, grayish infiltration, which 
with the corneal loupe resolved itself into innumerable points (needle-stuck 
appearance). The general eflfect was that of a whitish groove with a number 
of branches capping a sloping embankment of grayish nebula. Along each 
ridge there were several saturated whitish spots. The corneas were an898- 
thetic. In each eye the optic disc was a vertical oval, and there were an under- 
lying conus and slight epithelial choroiditis. The refractive error was a high, 
hypermetropic astigmatism. 

The treatment consisted of rest in bed, a mercurial purge and full anti- 
periodic doses of quinine foUowed by Fowler's solution to the point of toler- 
ance, and locally, eserine drops and touching the ulcerated areas with a solu- 
tion of nitrate of silver, 10 grains to the ounce, after a gentle curetting. The 
result of the treatment was entirely satisfactory, cure being obtained in about 
ten days. 

Papillttis, Paralysis op the Riqht External Rectus and Glycosuria 
IN A Child Aged Four. — J. A., a girl, aged 4, was admitted to the Children's 
Hospital on account of rapidly failing vision. The following history was ob- 
tained: The patient was one of three children, coming in the middle of the 
series. At birth she had snuffles, but no rash. At six months a vaginal dis- 
charge appeared, probably- leucorrhoea, which has continued ever since. 
Many pimples resembling acne pustules have appeared upon the buttocks. 
There have been several attacks of sore throat with patches on the tonsil. 
Both mother and father have had intermittent fever, and live in a malarious 
region. The mother denies miscarriages. Eight weeks before admission the 
child began to complain of headache, and in the afternoon had chills and fever. 
Four weeks later there was convergent strabismus of the right eye, and three 
days after this the vision failed rapidly and the child knocked against articles 
of furniture as it walked across the room. Since then the failure of vision has 
become very marked. 

On admission to the Hospital the vision was reduced to counting fingers 
imperfectly. Both discs were choked, the apex of the grayish swelling 
on each side being +4 D. There were no hemorrhages. The arteries were 
unchanged in size ; the veins full and tortuous. The external rectus muscle 
of the right eye was completely paralyzed. The lungs and heart were normal 
and the spleen not enlarged. The urine was of a pale, straw color, had a 
specific gravity of 1026, and contained a small amount of sugar, but no 
albumin. 

The treatment consisted of rest in bed, and at first ascending doses of iodide 
of potash. These, however, produced no amelioration of the symptoms and 
were replaced by inunctions of mercurial ointment. In fifteen days the apex 
of the swollen disc wa8+2 D, and the paralysis of the external rectus muscle 
had entirely disappeared, so that there was complete excursion of the eyeball 
in all directions. At this time the sugar had disappeared from the urine. 
The swelling of the discs rapidly subsided, leaving them pallid but not 
atrophic. In each macula, however, there were several splotches of fatty de- 
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generation capped with a few shining cholesterin crystals. The vision could 
not be tested with types, but the child apparently saw as well as the other 
children in the ward. 

The rapid subsidence of the symptoms under the influence of mercurial in- 
unctions, owing to the absorption of what undoubtedly was a syphilitic lesion 
at the base of the brain, so situated as to press upon the right abduoens nerve, 
and the association of glycosuria are interesting points. 

G. E. DE ScHWKiNiTZ, M. D., Philadelphia. 



THE EXTRACTION OF DOUBLE CONGENITAL CATARACT ; SYMPATHETIC INFLAM- 
MATION AFTER SECOND OPERATION; RECOVERY. 

John S., age 29, was admitted to the wards of the Jefferson Hospital Nov- 
ember 15, 1891 , for the cure of partial blindness from which he had suffered 
since birth. His vision which had not changed for better or for worse with- 
in his recollection permitted the performance of certain of the duties of a 
farmer's helper. He could safely walk about m familiar places, feed cattle 
and do other work which required power to see large objects only. He waa un- 
familiar with letters, numbers, watch dial, faces of his daily associates and 
other objects requiring for their recongnition vision better than ^h* Diagno- 
sis: Congenital stationary lenticular lamellar and central capsular cataract. 

The question of discision or extraction here presented itself. Was the sub- 
ject .too old for a needle or too young for an extraction operation ? Were the 
lenses hard or soft ? In favor of discision were the patient's perfect physical 
health, his boyishness, undeveloped mental powers, incompleteness of opacity, 
cortex transparent and the character of the lesion (congenital and stationary.) 
In favor of extraction were his age, within the limit of 26-30 years, usually 
accepted by operators as the earliest range of years in which extractions 
can be successfully done, saving of time, accomplishment of the object sought 
by a single operative procedure and the avoidance of probable inflammation 
of iris and neighboring tissues, possibly glaucoma, excited by the presence of 
sections of the lens matter in the anterior chamber. Extraction of one lens 
was resolved upon. Prof. Thomson performed the modified Graefe opera- 
tion with iridectomy on L eye. The lens was expelled in the usual manner 
and almost in its entirety. Upon careful examination after extraction the 
outline of the opaque lamellar surrounded by a zone of transparent lens sub- 
stance was distinctly seen ; an interesting and surprising fact which in my 
experience was unique. Healing occupied the usual time and was without 
noteworthy incident. Two weeks afterward the second (R) eye received the 
same treatment. The lens presented an exactly similar and extraordinary- 
condition. The healing, however, was not so favorable. An obstinate and 
intractable hernia of the iris, with severe inflammatory symptoms developed 
iii the outer angle of the cut and soon alter its appearance the other eye (L) 
became hyperaeraic and excessively painful from plastic iritis. After a few 
days unavailing medication it was decided that the hernia had caused sympa- 
thetic inflammation. 'J his hypothesis was more certainly established by the 
fact that both eyes rapidly and entirely recovered after the hernia was cured 
by operation. When all irritation had subsided the congenitally opaque cap- 
sules with a small residue of lens and the products of inflammation were ex_ 
tracted through small cuts made in the cornea near the sclerotic borders. 

The final result exceeded expectation. With l4-10 D vision equalled ?|). 
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This briefly reported clinical case presents two interesting, instructive and 
practical features : 

1st. The complete sclerosis of the lenses in a man under 30 years of age. 

2nd. Sympathetic inflammation directly traceable to hernia iridis and it» 
cure by indectomy at the site of the hernia. 

H. F. Hansell, M. D., Philadelphia. 



SEVERE **OOMMON COLD" DUE TO REFLEXES OF THE EYES. 

In the Medmd iVew;5 of March 12th, 1892 Dr. George M. (' 
striking case of a man forty -six years of age who had sufiered every year, the 
entire winter through for eighteen years with severe **cold," and who has en- 
joyeii immunity from the distressing condition during the past two years in 
which he has had his retractive error corrected. 

With paralyzed accommodation his ametropia was found^to'^be : 

R.— Sph. 2.26 D. C—Ql. 0-7o. D, Ax. 140^. 

L.— Sph. 4.00 D. C— ^yl- 1-^0. D. Ax. 65^* with G°of exophoria. 

He was given for continuous use : 

R.— Sph. 0.76 D. C— <->'»• 0.75. D. Ax. 140^ 

L.— Sph. 2.00 D. C— ^'yl- 1-50 D. Ax. 65° with prisms 2^° each eye base in. 

Nearly a year later he was given a pair of stronger lenses that better distant 
vision might be obtained The results were anything but satisfactory, for 
caught cold the first day his stronger lenses were worn. During the three 
months following the experiment of wearing the stronger lenses was repeated 
many times, but it was found that an hours use always caused a return of his 
old lime trouble of the nose and throat, consisting^in coryza, pharyngeal and 
congestion, changed timbi-e of voice, etc. These symptoms always disappear- 
ed in a few hours upon a change to the weakerjlenses. This fact he has since 
proved many times, and he has also found that whenever his spectacles are 
maladjusted, so that the cylinder axes are rotated out of place, the nasal irri- 
tation begins to be felt. 



Cases of Obstructive Disease of the Lachrymal Passages. At a 
meeting of the Philadelphia County Medical Society held March 23rd, Dr. 
George E. DeSchweinitz reported a number of cases giving full account of 
the associated intra-nasal lesions which in the series of cases at least the lach- 
rymal obstructions were due. 



The Use of Gelatine Discs in the Eye. At the same meeting of the 
Philadelphia County Medical Society, Dr. John S. Stewart presented a paper 
jn which he advocated the use of Uomatropine and.Cocaine combined in this 
form for purposes of refraction. A considerable experience in the use of these 
preparations had led to the conclusion that paralysis of accommodation can 
be afl'ected with a much smaller amount oi' the homatropine, when applied Id 
this form, than is possible where a solution is employed ; and it was observed,, 
also, that chorio-retinal irritation occurred with^much less frequency. 
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PROFESSIONAL NEWS, SOCIETY MEETINGS, ETC. 



Dr. George M. Gould, of Philadelphia, has been appointed the English- 
speaking Secretary of the Section on Ophthalmology for the meeting of the 
Pan-American Congress to be held September 6, 7, and 8th, 1893 under the 
Presidency of Dr. Wm. Pepper; the Chairman of the Section is Dr. Julian J. 
Chisholm, of Baltimore, Md. 



The physicians of the Pacific Coast, whose practice relates to the Nose, 
Throat and Ear, are preparing to form an association for disseminating the 
latest information gained by observation regarding the etiology, pathology 
and treatment of these organs. Dr. Thos. F. Rumbold, 734 Sutter Street, 
San Francisco, has issued a circular urging the formation of the association. 



The Iowa State Medical Society will hold its Forty-first Annual Session 
at Des Moines, Wednesday, Thursday and Friday, May 18, 19 and 20th. 
Thejprinted programme contains the titles of about sixty papers, including 
repc>rts, and the Secretary, Dr. J. W. Cokenower of Des Moines, states that 
other papers are promised. 



"The International Oculists' Case Record and Account Book" i^ 
the title of a very complete, compact and systematic Case Book that has just 
. been published. The author is Dr. Robert D. Gibson, Youngstown, Ohio, to 
whom all orders for the book should be addressed. 



The New Medical Law of Nebraska ; Proceedings of the State Board 
of Health, and a List of the Physicians of Nebraska has been published in 
pamphlet form by Carl D. Beghtol, ot Friend, Nebraska. Price, f 1.26. 



FORCEPS FOR THE EXPRESSION OF THE MORBID SUBSTANCE 
IN THE TREATMENT OF TRACHOMA. 

Since the method of expressing, or squeezing out, the trachomatous sub- 
stance in the treatment of trachoma has been popularized by Hotz, Noyes, 
Sargent Prince and others a large number of instruments have been invented 
for the purpose. One of the most popular is **Knapp's Roller-Forceps."" It 
is made of steel and is on the principle of the mangle. The branches divide 
at their ends like a horse-shoe, the space between the ends is closed by a 
creased cylinder, as shown in accompanying cut. 




The cylinder rolls on pivots in sockets. 

The branches are elastic, so that the cylinder can be removed, cleansed, and 
reinserted. 

The workmanship is not always perfect, but the instrument made by 
Messrs. George Tiemann & Co., of New York is very 8atisfactor}\ 
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PERFECTION EYE DOUCHE. 



A. Inlet to be attached to wall tank or hand bulb. 

B. Outlet with drain pipe attached. 

Price complete with wall tank $2.50, with hand bulb 82.00. 
WILLIAM T. GREGG, Optician, 122 Fulton St., NEW YORK> 

Peroxide Hydrogen. 

(15 VOLUMES.) 

Do not be deceived by the advertiaemenU of manufacturers who claim to be the ONLY 
makers of Pure Peroxide Hydrogen, and QxUivt exorbitant prieen. Our reputation aa 
chemical manufacturers is well known to leadioff physicians throughout the country, a") 
second to none. We excel in purity of our products Our Peroxide Hydrogen is no px - 
ception ; it is carefully prepared for medicinal use. guaranteed to hen, superior arti4ilt \u 
every respect, and uusurpanHt-d, by nny brand in the market, while our price is low. AW 
druggists can supply our Pure Peroxide Hydrogen. Try a bottle and you will want no otlu r . 
Always specify *^MalHnekrodV»** or **M. C'. W." and get the best. 

Send for pamphlet giving valuable information and formulee for the use of our Perox- 
ide Hydrogen. 

MALLINCKRODT CHEMICAL WORKS. 

ST. LOUIS AND NEW YORK. 



Optical Jobbing. 

Quick Time, Careful Work, Low Prices. 

Complete Test Cftses, 
1 $47.50. Loring Ophthal- ^ 
^^^^ moscope, $13.50. Sieel W 
OPTEIOHT. FratneSp 15 to 30c. each. ^ 

Spherical Lenses, 25 cts. per pair. Cylinders, ^5 cts. 
per pair. Sphero-Cylinders, 50 cts. per pair (all 
beveled). Catalogue Free. 

QUEEN & CO., 

1010 Chestnut St., Philadelphia, Pa. 
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IMPORTANT TO OUR READERS. 



As the subscription list of the Annals of Ophthalmology and 
Otology includes the names of almost all the reputable Ophthalmol- 
ogists, Otologists and Laryngologists in the United States and English 
speaking countries of this Continent, it is obvious that its publication 
would be of value to the medical profession. Therefore as a token oi 
their appreciation of the substantial support given the "Annals*' the 
publishers propose to have the list printed, in pamphlet form, for free 
distribution. 

The names will be arranged : 

1. Alphabetically. 

2. Geographically; to facilitate reference to the specialists in any 
particular locality. 

The specialty or specialties of each subscriber will be stated in con- 
nection with the name and address, if communicated to the editor. 

New subscribers are requested to write name and address plainly to 
avoid error in printing. 

Back numbers of the "Annals" will be furnished to new subscribers 
until the limited supply is exhausted. 

Address all communications to the Editor 

James P. Parker, M. D., 

Kansas City, Mo. 
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TO CONTRIBUTORS. 



Communications are invited from all parts of the world. 

Authors who purpose favoring the Annals of Ophthalmology 
AND Otology with contributions are requested to observe the following : 

1. In accepting an article for publication under the head of 
"Original Communications" it is done >rith the understanding that 
it is to De contributed to the Annals exchmvely, and that copies or ab- 
stracts of the same have rwt been and will not be published in any 
other journal. 

2. Writing must be distinct and plain, and ef^ecially all proper 
names. (If possible a manuscript should be type-written.) 

3. Proofs Avill be furnished authors for correction and revision, but 
it is requested that alterations be limited to what is of essential im- 
portance, as changes in the copy are equivalent to resetting and cause 
additional expense and much annoyance. 

4. The Annals especially desires brief, mature, concise articles ou 
practical subjects, as its readers are busy practitioners who desire re- 
sults, therefore the author .who condenses expression enhances the value 
of his contribution and is rewarded by having it extensively read. 

5. Authors will receive gratuitously one hundred (100) reprints of 
their articles, in pamphlet form, with good covers, handsomely printed 
on the finest quality of book paj)er. If a greater number is desired 
they will be furnished at cost of press work, paper and binding. 

The Annals will be published on or about the first of January, 
April, Ji:ly and October and all original articles should be ready to 
place in the hands of the printer sixty days before date of pub- 
lication. 
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THE RELATIVE IMPORTANCE OF ASTIGMATISM IX 

THE PRODUCTION OF ASTHENOPIA. 

By S. D, Risley, M. D., 

^ECTCRBB ON OPHTHALMOLOGY IN THE UNIVRRSITY OF PKXX8YLVANIA» ATTKKDINO SCRGKON AT 

THR WILLS KYR HOSPITAL ; PROFRSSOR OF OPHTHALMOLOGY IN THR PHILADRLPHIA 

POLYCLINIC HOSPITAL AND COLLF.OK FOR GRADUATES IN MRDICINE. 

It is justly the pride of ophthalmology, that at least in the realm of 
physiological optics, it more nearly approaches to the status of an 
■exact science than is possible in any other branch of medical or sur- 
gical practice. This fortunate position was attained when the Emme- 
tropic Eye, as represented in the reduced Eye $£ Listing came to be 
accepted as the standard or model to which all other states of refrac- 
tion of the human eye could be referred for comparison. 

Great simplicity was at once introduced when any departure from 
this standard could be regarded as anomalous, and therefore the pos- 
sible or even probable cause of disturbance of function. This ideal 
standard has, however, failed to commend itself to a number of ophthal- 
mic writers, who have been unable to conceive of emmetropia as other 
than a transitional stage of development, standing between the hyper- 
metropic eye with its short antero-posterior axis on the one hand and 
the long myopic eye on the other. It has been claimed (Mac Namara) 
that the small hypermetropic ball grows with the growth of the child, 
into the larger emmetropic ball — while Landolt has eloquently claim- 
ed that the tendency to myopia, i. e. increase of refraction of the eye, 
was but "a phenomenon of adaptation to the exigencies of the develop- 
ment of the species." In a recent article (iV. Y. Med, Record^ March 
26, 1892.), an esteemed colleague of great experience. Dr. D. B. St. 
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John Eoosa, has asserted that "hypermetropia may be said to be 
the refraction of the normal eye." 

It is not my purpose to discuss these views in all their practical 
bearings, but simply to show that they must necessarily introduce 
great confusion, not to say error, into the practice of ophthalmic sur- 
geons in the treatment of asthenopia. 

The claim for hypermetropia as the normal eye is sustained, however,^ 
with some show of reason when we consider, that careful examination 
of large numbers of eyes, in the schools and elsewhere, has shown that 
the emmetropic eye, occurs in a very small percentage of the whole 
number examined, particularly in young children, while hyperme- 
tropic eyes are by far the most numerous. In addition to this fact, it 
has been cited that h}^rmetropia is the state of refraction found in 
the eyes, not only of young children, but also of animals, imbeciles and 
the imcivilized races, and is, therefore, the refraction of the natural 
or normal eye. 

However captivating this view may seem, there are many facts which 
point strongly to its fallacy. In the first place, the small percentage of 
the emmetropic eye does not necessarily exclude it as a model. It is 
probable that an absolutely perfect hand, or foot, or nose would be 
found, on comparison with accepted standards, to occur in an equally 
low percentage ; but the artist would not for that reason adopt a mis- 
shapen member as his ideal of beauty, however true it might be to 
nature, or however frequent its occurrence. Then too, I have myself 
shown that the emmetropic eye, enjoyed not only the highest acuity 
of vision, but was also less subject to asthenopia and disease than 
the hypermetropic eye. My own statistics agree, moreover, with those 
of other observers in showing that in the schools, emmetropia remained 
nearly constant in percentage throughout the school life, while myopia 
increased in percentage and hypermetropia diminished in a nearly 
corresponding degree, as the age of the pupils advanced. 

At first sight it might appear that as age advanced the small hyper- 
metropic ball had grown into the emmetropic or adult eye, and the 
latter into the myopic eye ; but a more careful study revealed the 
fact, that the same pathological, intraocular changes were present, both 
in hypermetropia and myopia, the latter presenting them simply at a 
more advanced stage, the emmetropic eye in the meantime escaping in- 
jur}'.* This fact has been forcibly set forth also by Randall, in answer 
to the question, can hypermetropia be healthfully outgrown ? (Trans- 
Amr. Oph. Soc. 1890.) 

It is obvious from the foregoing that the views entertained as to the 

»Weak eyes m the Public Schools of Philadelphia Trans, of the Pennsyl- 
vania State Med. Soc. 



Digitized by 



Google 



RISLEY, PRODUCTION OF ASTHENOPIA. 145 

value and nature of emmetropia must materially modify the practice 
of the Ophthalmic Surgeon. If the eye with hypermetropic refraction 
is to be accepted as the model or normal eye, we are at once met with 
the clinical difficulty that, this "normal" state of refraction occurs in 
widely varying degrees, ranging from .25 D. or less, to 10. D. or more. 
Very few experienced persons would for example, class an eye with 10. 
D. of hypermetropia among normal eyes : since after early childhood 
H. would be absolute, and accurate vision even for remote objects, im- 
possible. Moreover, as age advances the physiological diminuation in 
the range of accommodation must render successively lower grades of 
H., absolute. Dr. Roosa places the degree of hypermetropia, which 
may be disregarded in young subjects, at 2.50 D. "and possibly some- 
times more," so long as any associated astigmatism is corrected. It is 
well known that occasionally high grades of hypermetropia are borne 
by certain individuals, without serious trouble, especially if the vocation 
does not require continuous near work, but that this is usually the case 
is not borne out by my experience. On the contrary, trouble is almost 
sure to appear if the occupation requires many hours of work in read- 
ing or writing. The well known disturbance of the relation between 
accommodation and convergence introduced by the hypermetropia be- 
comes a disturbing factor, notwithstanding the great conservatism often 
shown in establishing a considerable relative range and region of ac- 
commodation and convergence. The astigmatism so frequently asso- 
ciated with hypermetropia adds greatly to the probability of asthenopia 
without a doubt, as is so forcibly shown by Dr. Roosa. In order, how- 
ever, to study the relative importance of simple hypermetropia, I turn- 
ed to the nosological index of one of my private case books. There 
were three hundred and twenty carefully recorded cases of asthenopic 
eyes with hyperemetropic refraction which had been carefully corrected, 
with rare exceptions under a mydriatic. Of these three hundred and twen 
ty cas3s, 30 per cent. were simple hyper metropes, 70 per cent, of them hav- 
ing H:=le8S than 2. D. It is not probable that a larger number would 
have materially changed these figures since they agree with Dr. Jack- 
son's, findings based upon 1610 eyes, 30.6 per cent. (Vid. Trans. Am. 
Oph. Soc, vol. v., p. 435.) 

These records incidentally serve to show that we cannot disregard 
hypermetropia as a factor in producing asthenopia, even when the de- 
fect is much lower than 2.50 D. The relatively greater importance of 
astigmatism, however, is also demonstrated, since it was present in. so 
large a percentage of these cases of hypermetropic refraction, 70 per 
cent. I am fully in accord with Dr. Roosa as to its very great im- 
portance. In the table setting forth the results of the examination of 
school children's eyes in Philadelphia, (1880), I have there shown that 
while in simple H. there was 35 per cent, of asthenopia, when astigma- 
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tism was also present, asthenopia rose to 50 per cent., and the intra- 
ocular pathological changes to 75 per cent., thus demonstrating abun- 
dantly the relative importance of astigmatism as a factor in asthenopia. 
Since, however, simple H. is also so potent we cannot lightly ignore its 
presence in the astigmatic eyes. A further analysis of the cases above 
cited revealed another interesting clinical fact, viz : that excluding the 
astigmatism there was great variation in the degree of axial refraction 
error between the two eyes of the individual. In 70 per cent, of the c^ses 
the error was higher in one eye than in the other. Now it is well 
known that this is a potent cause of functional disturbance, c. //., as- 
thenopia is much more liable to occur with H.=i.75-D., on one side and 
1.50 D. on the other, then if H^1.50 D. in each eye. In an unpub- 
lished study of a large group of patients inth strabismus and hetero- 
phoria it was shown that the deviating eye was subject, with rare ex- 
ceptions, to the higher degree of refraction error. Thus indicating the 
disturbing influence of a different near point for each eye. \Ve cannot, 
therefore, wisely ignore these differences, when called upon to treat the 
functional disturbances of vision and the long catalogue of reflex symp- 
toms so frequently associated with the defects of refraction, and mus- 
cular anomalies. 

In the light of the lessons gleaned from these clinical studies it is ob- 
viously the duty of the surgeon to place the standard of normal vision 
at the best attainable point, and to the mind of the writer, this in the 
present state of our knowledge is to be found in the emmetropic eye. 
In observing distant objects, it is at rest. In accommodating for near 
objects, each eye enjoys a common near point, and the tension upon the 
convergence and accommodation is equal, a condition not possible in any 
other state of refraction. Since these theoretical considerations are 
found to be in accord with clinical experience I can see no reason for 
abandoning so simple a proposition. It may be true that certain en- 
thusiastic practitioners, having accepted emmetropia as necessary to 
the best conditions of vision, have been too prone to ascribe a host of 
symptoms to eye strain, and have unnecessarily burdened their patients 
with glasses ; but on the other hand, many patients have been alfowed 
to suffer from these symptoms, or to find relief only at the cost of giving 
up the free use of their eyes. I have found persons wearing -f .25 D., 
spherical glasses, over each eye for asthenopia. This ^vill serve to 
illustrate one extreme of practice. At the other extreme, in the opin- 
ion of the writer stands Dr. Roosa's "ccwe iii" (Joe. ciL) In such 
a case, I am sure many surgeons would not feel that all had been done 
for the young man's relief until his "considerable hypermetropia, say 
two dioptres," together with his astigmatism, had been carefully correct- 
ed by glasses. Personally I would have but little "hope" of his ever 
returning camfortably to his books notwithstanding his year of out-of- 
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door life, without correcting glasses, no matter how perfect his general 
health might be. It is doubtless true that patients suffering from ill 
heakh feel their errors of refraction more sensibly than do the strong 
and vigorous, but this I regard as rather an additional reason for allow- 
ing them the comfort to be derived from glasses. 

I have given the preceding details partly for the reason that they 
furnish a basis for estimating the value of the opthalmometer in cor- 
recting these defects of refraction. All that is claimed for it is, that in 
experienced hands, a close approximation to any existing corneal astig- 
matism may be determined. It throws no light upon the axial re- 
fraction of the eye. Without entering upon the vexing question, as to 
whether the asymmetry of the corneal curvatures really represents the 
existing astigmatism of the dioptric apparatus, it is sufficient to call at- 
tention to the facts already briefly given, to show that the usefulness of 
this ingenious instrument is confined to a small percentage of cases 
applying for relief from asthenopia. It has been shown that 30 per 
cent of the hypermetropic eyes, had no demonstrable astigmatism. 
In many of these patients there was simple hypermetropia in one eye, 
and simple or compound hypermetropic astigmatism in the other, while 
in 70 per cent, of all the hypermetropic patients the axial refraction 
•differed in the two eyes. In the presence of these clinical memoranda 
it is obvious that the ophthalmometer would have proved of service 
only in exceptional cases.^ Only in so far as it served to verify the 
findings of other methods, that is to say as an additional check upon 
•error in correcting the astigmatism, would it have been of value in the 
great majority of these cases applying for relief from their asthenopia. 

It is, therefore, not "amazing" that the change from the older tried 
methods, to the use of the Ophthalmometer has not been "more wide- 
spread." The ophthalmologist who denies himself the advantages of 
this scientific instrument is no doubt losing the valuable aid which it 
affords, but that it will ever effect "a revoluiion in the science and art 
of the correction of errors of refraction" is open to serious doubt. 

The correction of astigmatism alone for relief of asthenopia is by no 
mean* a new expedient. I have done this in a very large group of 
patients, and many times with marked relief, in cases where no differ- 
ence existed in the grade of hypermetropia in the two eyes, but not- 
withstanding this experience, my. judgment is unhesitatingly in favor 
of fuU correcting glasses, so that the refraction of the dioptric system, 
which is then made to include the correcting glasses shall approximate 
•emmetropia. 

^Viz: where there was simple astigmatism ouly, in each eye, or where in 
"Compound errors, the same fixial retraction was present in low degree in 
•each eye. 



1722 Wat.kut Strkkt. 
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EQUILIBRIUM OF THE OCULAR MUSCLES. 
By Howard F. Hansell, M. D., and James H. Bell, M. D. 

OP FHILADRLPHIA, PKKN. 

The muscular balance or equilibrium of the two eyes by which bin- 
ocular vision is attained, originates in the unconscious desire for fu- 
sion, a psychical, inestimable and variable force, and is maintained 
by the balanced action of opposing muscles, and by an equal effort of 
accommodation. Of these three factors, the first, fusion, is the uncon- 
scious mental demand thct the fovea centralis of each eye shall be held 
in such position that the retinal image of the external object in view 
shall be received by them. The second, uniform action of opposing 
muscles (co-ordination), is an accession to this demand, perfect in its 
way, when the nervous impulse to the muscles called into play by any 
and every visual act is distributed in equal degree, and the muscles 
themselves are capable of responding to the impulse ; and the third, 
the equality of accommodative effort, gives to the two fovea images of 
equal size and clearness. These propositions hold true in the absence 
of high degrees of ametropia, of lesion of transparency, and of func- 
tional inactivity of retina and nerve. 

A distinction must be drawn between the condition of resty or repose^ 
of the extraocular muscles, as manifested during sleep and ether nar- 
cosis, and the position of equilibrium in which muscular balance is not 
disturbed. In the former case, the eyes are turned upward and out- 
ward, and if there is a functional abnormal convergence present during 
consciousness it is materially lessened or altogether lost. The difficul- 
ties presented in rightly estimating the extent to which a tenotomy per- 
formed under general anesthesia should be carried, are familiar to every 
operator. It must be assumed therefore, in view of these considera- 
tions, that the upward and outward deviation of the visual axes is the 
position of absolute physiological rest. Muscular equilibrium, on the 
other hand, is the condition in which binocular vision is obtained in 
every position of functional activity through a relative equality of 
nerve stimulation and muscular response. In parallelism of the visual 
axes, for example, there is no tendency to deviation in any direction. 
The contraction of the external recti is just sufficient to overcome that 
of the internal recti muscles, the contraction of the superior and infe- 
rior recti are likewise exactly counterbalanced, and rotation is pre- 
vented by a similar and uniform contraction of the oblique. In a 
word, there is a harmonious and perfect balance of all the ocular mus- 
cles. 

The maximum of physiological divergence is reached when the vis- 
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ual axes diverge beyond parallelism equal to a prism of 3°-4° base in, 
held close before each eye/ The maximum of physiological converg- 
ence is effected when the visual axes make the smallest possible angle 
with the basal line. The range of convergence extends from extreme 
physiological divergence to a point on the median line 3-4 cjn. from 
the basal line, and the range of divergence is from the point thus de- 
scribed to the limit of physiological divergence beyond parallelism. 
Hence the range of convergence is equal to the range of divergence. 
They are indentical, the external and internal recti, overcoming prisms 
of equal degree. In expressing the strength of these two opposing sets 
of muscles in degrees of prisms, subtraction from and addition to, the 
degree must be made according to the angles of the visual axes at the 
time of the experiment. There is a point in the median line where 
abduction and adduction are exercised in equal degree, each equaling 
a prism of lO"" 15'. The distance from the basal line to this point is 
82 mmJ^ There is equilibrium of the external and internal recti mus- 
cles when in the whole range of convergence (divergence) the visual 
axis of each eye makes the same angle with the basal line. 

In heterophoria, or heterotropia, one set of muscles predominates be- 
cause a greater nerve impulse is given to it than to the opposing set, 
and not because the muscular power is increased by an hypertrophy 
of muscular tissue, except in old cases of squint where secondary 
changes have taken place in the muscles as a result of prolonged func- 
tional inactivity. 

The power of the elevators and depressors must also be exerted in 
equilibrium at all distances, otherwise there is a vertical deviation or a 
tendency to deviation in this meridian. When the eyes are moved di- 
rectly upward, and there is no obliquity of the vertical meridians, the 
superior recti and inferior obliqui are called into action, and when di- 
rected vertically downward, the inferior recti and superior obliqui are 
the muscles exercised. It is not possible then to measure the strength 
of the elevators or depressors by prisms, for if a prism base down is 
placed before an eye fixing a light at 6 m, the eye will move upward to 
overcome the prism, but a stimulation of the elevators of one eye will 
excite to similar action the corresponding muscles of its fellow. The 
second eye fixes the light and does not move because the opposing set 
of muscles contracts and maintains it in an unchanged position, thus in 
measuring the elevators of one eye we are, at the same time, measuring 
the depressors of its fellow, and i^ice versa, 

^Different observers report different strength of muscles or their power to 
overcome prisms, according to the distance of the prism from the eye. The 
nearer the prism the weaker its effect. When we say hyperphoria=2°, for 
example, we should indicate whether the measuring prism is held in spectacle 
frames on patients face, or several inches away as fn phorometer. 

«A. Graefe Arch, far Oph., Bd. 37, 1 s. 255. 
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It is, however, sufficiently accurate for clinical purposes to deter- 
mine the equilibrium of the vertical muscles by tests at the distance of 
six metres. If there is an absence of vertical balance at this distance, 
it is proper to assume that it exists for objects at nearer distances. We 
have never been able to determine a hyperphoria for far or near only. . 
The average strength of the muscles (vertical) involved by this affec- 
tion is said to be equal to a prism of 3°, but a positive and accurate 
statement of their separate power is not warranted by existing knowl- 
edge of the subject. Their strength is variable, ranging from 2° to 6° 
or more, and may be still further developed by exercise. 

Let us next consider muscular action in overcoming prisms under 
the condition of parallelism of axes. 1. Place a prism base out be- 
fore R. eye and internal rectus contracts. The same stimulus is felt by 
internal r. of L., provided the centre for convergence in the brain is 
acting, but L. maintains its fixed position by an equal contraction of the 
external r. If the centre for lateral movements is acting the external 
r of L. feels equal stimulus as internal r. of R., but L. is held straight by 
the simultaneous and equal- contraction of internal r. The tendency of 
R. to return to its original position by a contraction of external r. in- 
duced by the stimulation of the internal r. of L., is overcome by the 
desire for fusion, hence the strength of the prism is divided between 
the two eyes, and we are measuring in part divergence while testing 
convergence. Thus if we use a prism of 10°, convergence is assumed 
to equal a prism of 5° in each eye. The L. is inclined inward to an 
extent equaled by a prism of 5°, and outward, by contraction of exter- 
nal r., 5°. The eye, then, is maintained in straight position through a 
stimulation of internal and external recti of 2-3° each. 

2. If, on the other hand, a prism, base in, is placed before the R., 
the external r. contracts and the internal r. of L. is prevented from 
turning the cornea inward by the simultaneous contraction of exter- 
nal r. of L., equal in power to one quarter of primary contraction of 
external r. of R. 

8. A prism base down before R. causes contraction of the inferior 
oblique and superior r. of both eyes, each eye receiving the same stim- 
ulus to turn upward. The L. is, however, maintained in its former 
.straight position by the action of the inferior r. and superior oblique. 
But these muscles can not act independently of the same muscles of the 
R. The strength of the prism is divided between the two eyes. 

4. A prism base up l>efore R. induces inversely simultaneous con- 
traction of the same muscles. 

It will thus be seen that in divergence and convergence four, and in 
elevation and depressson eight, muscles obey the impulse originated by 
a pnsm not strong enough to prevent fusion with its base respectively 
i n, out, up or down. 
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In equilibrium there is a balance between the muscular apparatus of 
each eye, and fusion exists as a result of equality of muscular tenden- 
cies in all directions. In the absence of equilibrium, there is a lateral 
or vertical tendency to deviation, and a non-adjustment of dynamic 
power. When the external recti are overcome by a prism, horizontal di- 
plopia is manifested, and it is assumed in testing for hyperphoria, that 
the brain, recognizing the impossibility of fusion under that condition, 
will allow vertical tendency to show itself This i^ not always the case, 
however, for the demand on the vertical muscles made by the effort at 
fusion may, and does in may instances, continue unchanged and main- 
tains vertical equilibrium in the presence of horizontal diplo- 
pia. The same is true of the vertical muscles. The effort 
at fusion, vertically, is overcome by a prism, and vertical diplopia 
produced with the view of bringing out any tendency to lateral devia- 
tion. It often fails, for the effort for lateral fusion may j^ersist in spite 
of the vertical diplopia. If these statements are true, tests for hetero- 
phoria based upon the induction of artificial diplopia are valueless. 
That they are valueless in a considerable number of cases, is abundantly 
proven by clinical evidence. But if the heterophoria is marked, that 
is to say, if fusion is maintained at a great expenditure of effort, it may 
become manifest by this means alone. In other cases, the test is not 
complete until the effort for fusion is overcome in both directions, lat- 
eral and vertical. For example, artificial horizontal diplopia is induc- 
ed by a prism of 10° base in, and the two lights are visible on a plane 
at the distance of 6 ?/i. If a prism of 1° base down is now placed be- 
fore theR. eye, the right light should move upward to a point corres- 
ponding to the deviation of a prism of 1° (6 cm.)y but if R. hyperphoria 
is present, the light will slowly sink until it has reached the plane of 
left light, and may stop there, even when the hyperphoria is greater in 
degree (vertical fusion-force again manifesting itself). If, conversely, 
the light is maintained in its elevated position for a few minutes, R. 
hyperphoria can not be declared. When, however, the light descends 
to the lower plane of left light, a prism of 2° should be substituted, and 
if it again sinks to level of left light, R. hyperphoria of at least 2° is 
manifest. Latent esophoria or exophoria may be determined upon the 
same principles. A prism with its angle in or out, placed before one 
eye should move the light seen by that eye to the right or left of the 
vertical plane of the other light, and maintain it there in lateral equi- 
librium. If esophoria or exophoria is present it will return to its original 
position. Again, latent hyperphoria can be determined by testing the 
elevators and depressors of each eye by prisms. If, for example, the 
elevators of the R. (depressors of the L.) overcome a prism of 5°, and the 
elevators of the L. (depressors of R.) are only able to overcome a prism 
of 2°, R. hyperphoria should be suspected. The diagnosis may be de- 
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termined by the patient wearing a prism which corrects the manifest 
hyperphoria for a few days, during which time some latent hyperphoria, 
which could not be previously diagnosed, will manifest itself. This 
test is of very considerable value when employed for only a few min- 
utes. We have seen severe facial chorea develop immediately after the 
glasses were withdrawn, and while the patient, by his ocular muscles, 
was making the most strenuous efforts to restore the visual lines to their 
former position of equilibrium, and to overcome the diplopia which ap- 
peared before the muscles had regained that position. It would seem, 
therefore, an indisputable test of the correctness of the diagnosis, and a 
positive indication for treatment, when the asthenopia and nervous phe- 
nomena are relieved by the wearing of such a prism. For if our theo- 
ries as to the causation of these symptoms when ascribed to ocular con- 
ditions are correct, prisms which compel the eyes to assume pathologi- 
cal deviations could not be worn without inducing similar symptoms. 
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RECURRENT IRITIS. 
By Swan M. Burnett, M. D., Ph. D., 

PBOP. OF OPHTHALUOLOOY AND OTOLOGY IN THB UNIVERSITY OP GRORGRTOWN *, DIRECTOR OF 
TBR BYR AND RAR CLINIC AT THE EMERGENCY HOSPITAL ; OPHTHALMIC AND AURAL 
SCRGEON TO THB PROYIDENCR, THE GARFIELD AND THE CHILDREN'S 
HOSPITAL, WASHINGTON, D. C. 

There is probably no inflammatory' trouble which is more trying to 
the patience of both the patient and the surgeon than recurrent iritis. 
The patients are for the most part in fairly good health, ready and 
■eager for work, and yet the sword of Damocles is hanging over them, 
and, when they least expect it, an attack places them hx^rs de combat for 
at least several days and it may be for two or three weeks. And then 
there is always the depressing influence of the possibility of a total 
blindness. When a surgeon has such a case as this under treatment, 
the question always comes up, at some part of its course, "shall I do an 
iridectomy ?" and that too in cases where the pupil is not closed and 
vision is normal or nearly so. A few years ago, when iridectomy was 
the fashion, and oculists mutilated the iris in the same routine manner 
that gynecologists slit up the cervix uteri, such cases were iridectom- 
ised as a matter of course ; but if a vote were taken to-day among sur- 
geons of experience and observation, I am inclined to think that the 
opinion would be overwhelmingly against operative interference. 
When the pupil is occluded or when it is excluded, there are, of course, 
optical and physical reasons for excising a piece of the iris, but in re- 
gard to the purely antiphlogistic action of the iridectomy the profess- 
ion seems to be getting more and more skeptical, except of course, in 
these mysterious and incomprehensible conditions of the acute glauco- 
matous process. 

Synechise anterior and posterior, are certainly not desirable, but it 
is a question whether they are so often productive of harm as was at 
one time supposed, and it is still more doubtful whether freeing only 
a portion of the iris from its attachments, by means of an iridectomy, 
leaves the eye in any better state as regards the possibility of future 
inflammation. I have never been able to make up my mind that the 
patients upon whom I operated under such conditions would not have 
been just as well without it. About one thing, however, I am very 
certain, and that is as to the inadvisability of operating on those cases 
where there is a closure of the pupils associated with a hypotony of 
the globe due to old and recurring iridocyclitis. In no such case in 
which I have done an iridectomy has the artificial pupil remained pat- 
ent. Usually little or no reaction follows the operation, but in the 
•course of a few weeks the pupil fills up, and the eye returns to its for- 
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mer state. For the encouragement of those who have the courage to 
adhere strictly to the lamez faire system in such cases, I give the histo- 
ry of one typical case in which such a course was justified by the suc- 
cessful issue. 

Major J. W. P., though serving continuously and arduously during the late 
war, was in the hospital only once, and then for a wound received in battle* 
lor which his right hand was amputated. After the war he spent several 
years exploring in the west and was much exposed to cold and wet. During 
that time he had a slight attack of rheumatism. For the last fifteen years he 
has resided principally in Washington, and has been in good health, though 
having great responsibilities and being much confined. At the time of the as- 
sassination of President Garfield, be was greatly interested in the apparatus 
which was constructed for keeping the President's apartment cool during the 
excessively hot weather, and was for many days alternately in and out of an 
ice chamber. Soon after this he noticed a return of the rheumatic pains in 
various parts of his body. On October 4th, 1 881, 1 saw him for the first time. 
He complained of some pain in the left eye, which was suifused, and thei*e 
was marked pericorneal congestion. The eye had then been painful, more 
or less, for three or four days. 1 confined him to his room and applied four 
leeches to the left temple and used the atropine drops. The pupil responded 
only moderately, and two posterior synechia^ were noticed. Nothing per- 
taining to a specific attection could be found by examination or history. The 
further clinical history does not differ in details from those cases of rheumatic 
iritis with which every ophthalmic surgeon is familiar. Only at the expiration 
of the customary six weeks was there a subsidence of the inflammator}' proc( ss. 
Vision was still dull and the vitreous hazy, showing a participation on the 
part of the choroid. During that winter he had two recurrences, one of two 
weeks and another of three weeks duration. In one of these attacks large 
doses of salicylate of sodium were used, and it was thought that they influenc- 
ed the pain favorably. There was another light attack in April . During the 
summer of 1882, he had no attack, and it was not until February, 1883, that 
it returned jvith severity. This attack lasted nearly four weeks. There was 
another in May and another in November. This was the last serious attack, 
although from time to time during 1884-5, there would be flushing up of the 
eye for a few days which, however, subsided with rest, hot applications and 
atropine. When examined on November 21st, 188t5, vision in that eje was 
II and with — 3 was :j|j. Since that time he has had no trouble and uses his 
eyes all he desires to. There are still synechia? posterior but the vitreous and 
pupil are clear. 

During these four years a gi*eat deal of outside pressure was brought to bear 
at various times to have a change of treatment and some radical eflbrt made to 
prevent a recurrence, and a well known ophthalmic surgeon in a neighboring 
city, who was consulted, strongly urged operative interference and gave a 
most gloomy prognosis. I think, however, that the result amply sustains the 
let alone policy to which the patient and myself adhered so rigidly and shows 
that an operation is not necessary to a good ending of so protracted a disease. 
Another feature not without interest, is the development of myopia in that eye 
which is due most probably to the choroiditis resulting in an elongation of 
of the eje in its anterior posterior diameter. Previous to the attack, his eyes 
were emetropic and some year sbefore 1 had ordered glasses for his presbyopia. 
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POST-DIPHTHERITIC PARALYSIS OF THE EXTERNAL 
RECTI ; WITH A CASE. 

By G. E. de Schweinitz, M. D., 

PR0FKS80R OP OPHTHALMOLOOT, PHILADELPHIA POLYCLINIC ; LECTURER ON MEDICAL OPHTHAL- 
MOSCOPY, UNIVERSITY OF PENNSYLVANIA; OPHTHALMIC SURGEON TO THE PHILADELPHIA 
AND children's HOSPITALS ; OPHTHALMOLOGIST TO THE INFIRMARY 
FOR NERVOUS DISEASES* 

[Read before the College of Physicians of Philadelphia, April 16th, 1892.] 

Paralysis of accommodation, or cycloplegia without alteration of 
the condition of the iris (mydriasis), is often seen after diphtheria, and is 
the most constant affection of the internal ocular muscles which occurs 
as a sequel of this disease. Usually bilateral, the cycloplegia is rarely 
complete, but when it is there may be mydriasis. There is, however, 
considerable diversity of expression concerning the state of the pupil 
under these circumstances. Sphincter palsy has been recorded by 
Weber^ and by Bonders^- sphincter paresis by Schaeby-Buch*, and 
Abercrombie* among eighteen cases found the pupil dilated and slug- 
gish in all. Other observers regard the affection of the pupil as com- 
paratively rare, and for the most are in accord that there is generally 
an absence of pupil-symptoms. 

Just as palsy and paresis of the ciliary muscle are frequent, paraly- 
sis of the external ocular muscles is comparatively uncommon. Faure*, 
among other visual disturbances, mentions strabismus once. Among 
ninety cases recorded by Maingault®, thirty-nine had amblyopia and 
ten strabismus. Rumpp' speaks of paralysis of the internal recti mus- 
cles. Alfred Graefe'* noted two cases, in one of which there was paral- 
ysis of the superior oblique, and in the other paralysis of the external 
recti. Remak®, among one hundred cases of post-diphtheritic cyclople- 
gia, found ten with paralysis of one or both external recti. Rosen- 
mayer'^ among ten cases of post-diphtheritic cycloplegia, observed two 
with paresis of both external recti. Arthur H. Benson" records a case 
in which the levatores palpebrarum were affected in the ninth week 

iVirchow's Archiv, Bd. 25 and 28. 

^Accommodation and Refraction of the Eye. New Sydenham's Transla- 
tions, 1864, p. 297. 
»A. f. O. xvii, p. 265. 

♦Trans. International Medical Congress, 1881. 

'L'Union Medieale. Nrs. 16 and 16, 1857 ; quoted by Donders, loc. eit. 
^NagePs Jahresbericht, 1871. 
'NagePs Jahresbericht, 1877, p. 381. 

^G. II. S. Handbuch der gesammten Augenheilkunde, vi, p. 73. 
•Central blatt f. prakt. Augenheilkunde, 1886. 

^nVien med. Woehenschr. No. 13, 1886. : t ... . .- < :'- 

"Trans. Oph. Soc. of the [J. K., Vol. iii, p. 265, 1883. \-\^] 
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after the throat lesion appeared, and during the same week the exter- 
nal recti were attacked, and there were convergent strabismus and di- 
plopia. Gowers', speaking of the affections of the special senses in 
diphtheria, refers to the weakness of the internal recti which may be asso- 
ciated with the cycloplegia, and quotes Vadelot as authority for one 
case in which all the muscles supplied by one-third nerv^e were paralyz- 
ed. He has seen double ptosis and mentions the occasional phenome- 
non of slight paralysis of one or another of the ocular muscles, varying 
from day to day, and Pagenstecher* has observed in an epidemic of 
diphtheria, palsy of the external ocular muscles (recti and obliqui) 
characterized by rapid onset, interchange and disappearance, occurring 
in the convalescent stage. Recently A. Stanford Morton' has reported 
three cases of more or less complete bilateral paralysis of the external 
recti following diphtheria. 

* Several cases of paralysis of all of the ocular muscles after diphthe- 
ria have been published. This complication is exceedingly uncommon. 
Thus Uhthoff* records the case of a boy aged 10, who had been treated 
for a mild attack of diphtheria from September 1st to September 17th, 
1883. Toward the end of September he was unable to read. On Oc- 
tober 6th, there was paralysis of accommodation, and on October 16th, 
complete external ophthalmoplegia. MendeP describes a case which 
terminated fatally in a boy aged 8. Diphtheria of moderate severity 
was present from September 22d to September 28th, 1883. On Octo- 
ber 4th there was paralysis of the palate ; on November 2d, visual dis- 
turbance and weakness of all four extremeties ; and on November 5th, 
double ptosis, most marked on the right side, paresis of the external 
rectus, paralysis of the internal rectus, with paresis of the superior and 
inferior recti. On the left side there was paresis of all of the recti muscles. 
There was no paralysis of accommodation or limitation of the visual 
field. On November 11th, ten days after the onset of the ocular par- 
alysis, the patient died. Evetsky* published the case of a girl aged 8, 
who had complete bilateral ptosis, abolition of the upward and down- 
ward movements of the eyes, limited lateral movement, no loss of ac- 
commodation and normal visual fields and color-sense. Two weeks 
previously the child had had a sore throat with painful degluti- 
tion. 

To the cases of paralysis of the external rectus muscle which have 
been recorded, I desire to add the following example, which occurred 



^Diseases of the Nervous System, 1888, p. 1223. 

«Monat8bl. f. Augenheilkunde, Jahrgang 64, p. 358, quoted by A. Graefe, 
loe. cit. 

•Trans, of the Ophthalmolo^cal Soc. of the U. K., Vol. xi, 1891, p. 106. 
*<NeurolQg.,Centralbl. 1885,1^0. 6, p. 125. 
•.••'^n>kfc"18»5; No. 6, p. 128. 
* •«ATChi-dt.)phtal. November and December, 1887. 
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in the service of Dr. AVeir Mitchell, in the Infirmary for Nervous Dis- 
eases, and by whose kind permission I publish it. 

Florence B., aged 4^ years, was brought for treatment January 8th, 1892. 
The following record was made by Dr. Joseph Leidy : The patient when four 
months of age, had an illness which was diagnosticated as spinal meningitis, 
the diagnosis being based upon the following symptoms : Retracted head, 
bulging on the top, and a cephalic cry, with fever. There were no permanent 
lesions after this attack. Six weeks before the date of her visit, the child con- 
tracted diphtheria, from which she made a slow recovery. Three weeks alter 
the diphtheritic attack, the following symptoms were noted: Ptosis, irregu- 
larity of the pupils, the right being larger than the left, and weakness of the 
right and left external recti muscles. The child regurgitated liquid food ; there 
was difficulty in swallowing; the speech was indistinct; hearing and taste 
were unimpaired; there was tremor of the hands and arms, and muscular 
weakness of the extremities. She is now unable to walk or stand, or at least 
indisposed to attempt to do this; knee-jerk absent; no ankle clonus; no inco- 
ordination of the hands. The child is nervous, irritable, and cries out fte- 
<iuently during sleep. The appetite is fair, the tongue clean, the bowels regu- 
lar. The lungs are normal, and there is paralysis of the palate, as before no- 
ted, liquid foods being regurgitated. The heart's action is rapid, the pulse 
120, but there is no murmur. 

I made an examination of the eyes with the following result; There is con- 
vergent strabismus, the right eye **fixing;" the lateral movements are di- 
minished, the left eye failing to move past the median line to the left, and the 
right not passing to the external commissure. The vertical movements are 
unimpaired. Attempts to demonstrate diplopia were not satisfactory, but it 
probably was present, and, as far as I could judge, there was false projection 
of the field of vision. 'J'he pupils were unequal, and facing a bright light the 
right measured 5 mm. and the left 3 m7n. ; their reaction to light and to con- 
vergence was unimpaired. There was slight ptosis of the left eye, the upper 
lid upon that side drooping a little lower down than that of the right, causing 
ft narrowing of the left palpebral fissure of one-sixteenth of an inch. Rough 
tests seemed to show that there was paralysis of the ciliary muscles. The sug- 
gestion of Dr. Edward Jackson to employ the shadow-test to elicit this point 
was thought of, but it was impracticable to utilize it on account of the extreme 
restlessness and irritability of the child ; indeed, at this time all of the exami- 
nations were very difficult. Ophthalmoscopically there were no changes of 
importance. Each optic disc was a vertical oval, rather pallid, and the reti- 
nal veins a little fuller than normal. The patient was ordered an elixir ot 
tiuinine, iron and strychnia, Faradism for the lower extremities, massage and 
rest in bed. 

Three days later, or on January 15th, 1892, she was admitted to the Hospi- 
tal, and the ocular conditions were then as follows : Right pupil 4 mm,, lefl 3 
mm. ; ptosis as before; the right eye now moves to the external commissure; 
in the left eye the limitation of movement remains; there is still slight conver- 
gent strabismus and the child fixes, by preference, with the right eye ; the pu- 
pils react normally. 

The child was placed in bed, a pill of the sulphate of strychnia gr. one-hun- 
dredth, three times a day was ordered, together with general massage and 
Faradic electricity. 
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The following notes, made by the house doctor, Dr. Dean, are taken from 
Dr. Mitchell's case book. 

January 25th, 1892. No regurgitation of liquids ; no difficulty in swallow ing ; 
appetite good ; speech much improved and words easily distinguished; no 
tremor of the arms and hands; disposition much improved; rarely cries, and 
is generally smiling and ready for conversation ; cannot walk without sup- 
port, being unable to place the feet in proper position, when in the recumbent 
posture, however, there is good control of the movements in all directions. 
She cannot overcome much force with the lower extremities. The hand-grasp 
is of fair strength and equal on both sides. Knee-jerk absent; tendo- Achilles 
jerk absent; plantar reflexes present; no clonus; elbow-jerk absent. 

February 19th. Walks without assistance but gait faltering and unsteady ; 
speech as good as other children at her age ; appetite good ; muscle power 
much improved in lower extremities ; power of resistance in arms and tore- 
arms good; knee-jerk absent on both sides; reinforcement absent; tendo- 
Achilles jerk absent; plantar reflexes present; no clonus; elbow-jerk absent; 
no chin jerk. 

March 11th I made the following record in regard to the eyes: * Strabis- 
mus entirely absent; excursion of the^yes normal in all direction-s; pupils still 
slightly itnequal, but their reactions' normal in all particulars. The strabis- 
mus disappeared about one week arter admission. The last examination, 
(March 18th, 1892) which has been made of this child reveals the following 
points : No strabismus ; excursion of the eye-balls normal in all directions ; 
width of the palpebral Assures equal; slight inequality of the pupils, the left 
being i of a millimeter larger than the right; muscular power ^ood and walks 
easily ; knee-jerk, elbow-jerk and tendo-Achilles jerk still absent. 

There are several points of interest in this case. 1. The order in 
which the paralytic symptoms appeared. It is difficult to state this ac- 
curately, but it seems likely that the throat affection lasted for about 
three weeks, that the soft palate, and probably at the same time the 
ciliary muscle, were affected in the fourth week, followed immediately 
by the ptosis or affection of the levator palpebrae; The strabismus is 
also placed in the same period, while somewhat later, probably in the 
sixth week, the weakness of the lower extremities began. In Benson's 
case the primary throat affection lasted four weeks, the ciliary muscles 
were affected in the fifth week, the soft palate in the sixth week, the 
hearing in the sixth week, the levatores palpebrarum and the external 
recti in the ninth ^ve6K, and the weakness of the lower extremities in 
the tenth week. 

2. The order in which recovery occurred : First the acconmioda- 
tion returned, and almost at the same time the weakness of the right 
external rectus muscle disappeared, that is, there was no difficulty in 
conjugate movement to the right ; later and within a week the limita- 
tion of the movement to the left had disappeared. In close connection 
with this was the return of the child's natural disposition, which was 
pleasant and lovable. Following this came improvement in the lower 
extremities, so that six weeks after treatment she was able to walk 
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without assistance. The knee-jerk, as is usual in these cases, remains 
absent, and is probably the last of the functions to reappear. In con- 
nection with the order in which the ocular symptoms disappeared in 
this child, UhthoflTs case of complete paralysis of all of the ocular mus- 
cles is interesting. First the accommodation recovered ; then the mus- 
cles engaged in certain associated movements, namely, the inferior rec- 
ti, and the left external rectus and left internal rectus regained pow- 
er. Then the superior recti recovered, and finally conjugate deviation 
to the right was possible. 

3. The unilateral mydriasis : There was marked inequality of the 
pupils for more than a month, and even now, eleven weeks after the 
first pupillary phenomena were noted, there is slight difference in the 
diameter of the pupils. If it is true that mydriasis is more apt to occur 
when the cycloplegia is complete, it is probable that this may have been 
the condition on the right side, while on the left it was incomplete. At 
no time was there any imperfection in the mobility of the irides, either 
under the stimulus of light or convergence. 

Although, this of necessity, is purely a clinical record of bilateral 
diphtheritic palsy of the external recti and incidental mention of the 
accompanying cycloplegia, it is worth while in closing, to refer briefly 
to our knowledge of the pathology of these cases. At the present time 
diphtheritic palsy is usually included among the acute nuclear palsies, 
but according to Dr. Gowers, although it is probable that diphtheritic 
cycloplegia is of nuclear origin, it is uncertain whether the paralysis 
of the orbital muscles, when it occurs, should be ascribed to nuclear or 
peripheral disease. 

The history of the theories which have been advanced to explain 
diphtheritic paralysis in general is somewhat as follows : Charcot and 
Vulpian* attributed the paby to an ascending neuritis from the local 
lesion. BuhP ascribed the condition to vascular changes, capillary 
neuritis and exudations both in the brain and around the roots and 
ganglia of the spinal nerves. D<»jerine* ascribed the cause of diphther- 
itic palsy to a sub-acute polio-myelitis involving the motor cells of the 
anterior horns and their homologous nuclei, with a secondary periphe- 
ral neuritis. Oertel and Klebs have found micro-organisms. Mendel, 
whose case of complete ophthalmoplegia externa came to post-mortem 
examination, believed the condition to be due to capillary hemorrhages 
(central), and a primary peripheral neuritis. Siemerling*, in a superb 
research concerning chronic progressive paralysis of the ocular muscles, 
concludes that the local lesions found in chronic ophthalmoplegia justi- 

• * Compt. Kend. de la Soc. Biolog., 1862. 
•Zeitichr. f. Biologie., 1867. 

» Arch, de Physioiogie, Norm, et Patholog., 1878, p. 107. 
* Arcbiv. f. Psychiatrie und Nerrenkrankheiten, 6d. 22, Suppl. Hefl, 1891. 
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iy the following conclusions, namely, that there may be (1) Nuclear 
disease, (disappearance of the ganglion cells) with participation of the 
nerves to their termination in the muscle. (2.) Degeneration of the 
muscles and of the nerve trunks, with intact nuclei (3.) Interruption 
of the conducting power of the intramedullary roots on account of 
sclerotic foci, with intact muscles, nerve trunks and nuclei. These con- 
clusions, of course, do not refer especially to diphtheritic cases, but are 
interesting in this connection as an authorative statement in regard to 
the pathological condition which underlies progressive paralysis of the 
external ocular muscles. 
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A FEW WORDS ON BONDER'S VIOLET TEST FOR THE 
DETECTION OF ERRORS OF REFRACTION. 

By J. A. Spalding, M. D., 

OF PORTLAND, MB. 

It seems rather strange, that Donder^s suggestion of using a violet 
glass for the detection of astigmatism, has never been properly cultiva- 
ted. Indeed, I might say that it has rarely, if ever, been mentioned 
since its original appearance in that author's classic "On the Accom- 
modation and Refraction of the Eye," in 1864. The reason for this 
neglect is hard to fathom, unless it lies in the fact, that the use of the 
violet glass requires somewhat more than the average amount of intel- 
ligence on the part of the patient. 

Without any further preliminary let me, for the benefit of those who 
may not have the classic in question at hand, quote from pages 473 and 
474, the substance of Donder's remarks upon the topic now under con- 
sideration. 

"In high degrees of astigmatism, the phenomena of dispersion are 
very peculiar. Helmholtz observed that in general they are much 
more distinct, when instead of white light, such a light is employed in 
the investigation as consists of two prismatic colors of the greatest pos- 
sible difference in refrangibility. Such light is most simply obtained 
bv causing sunlight to pass through dark violet colored glasses. These 
glasses absorb the middle rajrs of the spectrum, with tolerable perfec- 
tion, and transmit only the outermost colors, red and violet In expe- 
rimenting with the light of a lamp or candle, a dark-blue cobalt glass 
which transmits only the extreme red with indigo and violet in large 
quantities, is quite sufficient. A more or less violet tint is, however, 
also preferable. On looking with slight myopia or accommodation for 
the near point, through such a glass, toward tne flame of a candle, its 
edges are blue, and the centre reddish ; in slight hypermetropia a beau- 
tiful red border is seen around the candle, and the centre is blue^ On 
looking through violet glass at a small opening in a dark screen turned 
towara the day light, we see in accommodation for the violet rays, the 
opening surrounded by a red, in accommodation for the red, we see it 
surrounded by a violet margin. In the latter case, the violet rays have 
not yet come to a focus in the retinal ima^, in the former the red have 
already intersected andture therefore on the outside. A square open- 
ing is skirted in a like manner. If on the contrary, an astigmatic per- 
son sees such an opening as acutely as possible, and if on the violet 
glass being push^ before his eye, blue margins appear at the superior 
and inferior, and red at the two vertical edges, the subject is shown to 
be myopic in the vertical, or hypermetropic in the horizontal meridians. 

» Slight degrees of ametropia are immediately distinguished by this means. 
In hign degrees the diffusion ima^ are too large to enable us to observe the 
difference of color with equal distinctness. 
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If he sees a point of light drawn out to a line, the extremities and the 
middle of the line are of different colors, and on altering the directions 
of the point of light, by the modifying lens, the colors ako change." 

Thus far from Bonder's book. 

Now the proof of part of this paragraph can be made upon ourselves 
by holding before emmetropic eyes, a convex spherical or cylindrical 
lens, and before that a piece of violet glass, care being taken to hold 
the two closely together to avoid reflections. If we take first a simple 
convex lens, the flame of a candle for instance, mil appear more or 
less mis-shapen, its edges will be blue, and its centre red. With a con- 
vex cylinder, axis vertical, the edges of the flame will be blue, and the 
centre red, but with the axis horizontal, the edges and centre will be 
red, but the top and bottom distinctly blue. Much depends upon the 
width and the solidity of the flame. With an argand flame the centre 
will be red with the axis held in almost any direction. With the axis 
vertical the sides will be faintly blue, but with the axis horizontal the 
top and bottom will be distinctly blue, the centre remaining generally 
distinctly red. 

The dispersion phenomena are very charmingly shown with a can- 
dle flame, for then on holding a convex cylinder before the eyes with 
the axis horizontal, the flame appears very much elongated, so that the 
top and bottom run out into a very fine distinctly blue tip. On re- 
versing the axis to vertical, the flame becomes three or four times as 
wide as before, and the edges are now a beautiful blue. I prefer the 
candle test in children, because the use of a bright flame detracts from 
the brilliancy of the contrasting colors as seen with a candle. Still by 
increasing the distance from a bright flame, there Is not so great a dif- 
ference in the colors as seen with a large and small flame at the same 
distances. 

The appearance of the dispersion phenomena can be well memorized, 
by thinking of the words, MEB and HER, or in other w ords, with M 
the Edges are Blue, with H the Edges are Red. 

With hypermetropia and hypermetropic astigmatism (HM and 
AHM) the opposite contrasts should hold true, blue appearing where 
the red did in M, and vice versa. It is, however, impossible to pro- 
duce upon ourselves to any degree of perfection an artificial HM that 
shall be as accurate as the artificial M that we can produce by the 
use of convex lenses. 

If we employ a concave cylinder with the violet test, we find with 
the axis vertical, that the middle of the flame is blue and the edges 
red, and that the candle flame is appearantly split into three members. 
But with the axis horizontal, the top and bottom are red, and the cen- 
tre very faintly blue. Whether astigmatics with genuine HM see the 
colors thus or not, I am not at present able to say, as I have no accu- 
rate notes at hand. 
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Amongst some hints that may be offered in regard to the practical 
use of the violet tests are these : It is better not to let the patient stand 
too near the light, lest the brightness of the flame drown the contrast- 
ing colors. Ten feet is not too near in the case of a candle flame, and 
at such a distance the colors are well defined. Each patient might 
take a look through a violet glass on entering the office, and thus in a 
second, with ordinary intelligence, say whether or not there is any visi- 
ble difference in color between the centre and the edges of the flame. 
This requires in some cases a considerable degree of intelligence, but on 
the whole I have never found it difficult to obtain a quick answer to 
the simple question. 

Of course this off-hand test has not the accuracy of the Javal Opto- 
meter, but it offers to the busy specialist a hint at the refraction, and at 
the axis of the astigmatism, that is not to be despised. 

In the cultivation of the violet test, I would further suggest that it 
might be tried before, and after atropine. Try also various shapes of 
openings in screens, oval, diamond, square, parallelograms, or before 
mere points of light, as in the metalic discs in the ordinary test case. 

Then again we might make comparative tests of the BRIGHTNESS 
of the tints in low and high degrees of simple ametropia as well as in 
simple and mixed or compound astigmatism. Furthermore we may 
study the same phenomena with various shades of violet glass. In . 
these ways the opportunity of those with large numbers of cases of er- 
rors of refraction ought to be sufficient to determine the real value of 
this test, in a practical point of view. 

I will venture further to emphasize the fact, that the violet glass is 
very usefril as a means of rapidly calling our attention to cases in which 
the axis of the astigmatic eye is against the rule, and better still, to 
when it is oblique. For in the latter case the candle flame is not only 
tilted somewhat, but the colored borders make so distinct a contrast, 
lying as they do, obliquely to the observer, that he must be particular- 
ly unobservant if he does not instantly appreciate the fact, and call our 
attention to the same. If any emmetrope will hold the axis of a con- 
cave cylinder obliquely, and then through the violet glass gaze at the 
candle flame, he will instantly see the obliquity of the flame, and addi- 
tionally the obliquity of the blue margins in relation to the flame itself 
So too, it must be in cases of AHM, though reversed in colors. 

Whenever the ametropia or astigmatism is slight, for instance, k D, 
the marginal haloes >vith the violet test are very faint at a distance of ten 
feet, but by removing further away to twenty or thirty feet, the varia- 
tion at once visibly returns. 

So too, in high degress of ametropia, the size of the body of the flame 
becomes so great, that the margins are less defined, no matter what shade 
of violet we employ. But this may be compensated for by placing the 
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patient closer to the flame. 

As I am personally emmetropic, the results that are here imperfectly 
noted, depend simply upon an artificially produced M and AM by the 
use of convex lenses. For that reason it is very desirable that more 
reliable statistics should be collected from persons truly ametropic and 
astigmatic, both in M as well as in HM. 

There is not much difficulty in choosing the precise piece of violet 
glass for carrying out these tests. When my attention was first called 
to this subject many years ago, I went to a maker of painted glass 
windows, and armed with convex lenses, I tested one after another 
piece of violet or cobalt-blue glass until I found one that gave the 
same results as Bonders asserted in his work. This piece I then had 
ground to fit into the ordinary test spectacle Arame. Since then at va- 
rious intervals, I have employed the glass in a desultory fashion for the 
rough estimation of ametropia. But after so long a time it has occur- 
red to me that public attention might be called once more to the topic 
which is certainly curious and very interesting to say the least, in or- 
der that by compiling statistics we may actually discover its real value 
as a sciontific test 

627 C0XGRIS8 St. 
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THE LOCALIZING VALUE OF SOME AFFECTIONS OF 

THE EYE IN CEREBRAL DISEASE. 

By Archibald Percival, M. A., M. B., Camb. 

OPBTHAUilC SUBGKOV TO THE OHILDBKN'S HOBTiTAL, KRWCASTLR-ON-TTKR. 
BNOLAND. 

The exact diagnosis of the site of the lesion in an affection of the nerv- 
ous system has always been a matter of interest to the scientific physician. 
Owing, however, to the recent advances of surgery the subject has now 
more than a theoretic bearing and both, surgeons and physicians, feel 
the increased responsibility that these advances have brought in their 
train. The successes of cerebral surgery have so largely depended on 
an exact and early regional diagnosis that the study of localizing symp- 
toms has become a matter of supreme practical importance. 

It appears to me that sufficient stress has not been laid on the value 
of eye symptoms in cerebral disease. The eye is supplied by no less 
than five of the cranial nerves, and the evidence derived from the study 
of its afiections is of the greatest value in localizing disease of the 
brain. Too often the examination of the eye is confined to a simple 
glance at the disc ; and I may say at the outset, that the discovery of 
optic neuritis or its absence, has practically no localizing value what- 
ever. 

The first difficulty that confronts us in any case of cerebral disease 
is that of distinguishing the direct from the indirect, or distant symp- 
toms. The latter are not due to the destructive disease itself, but are 
rather the results of inhibition or of the vascular disturbances in dis- 
tant parts, to which the lesion gives rise. These distant symptoms 
come and go, while the direct destructive results of disease are charac. 
terized by their permanency, and hence we must guard ourselves 
against laying undue stress on any symptom, however marked, which 
has not been under observation for a considerable length of time. 

I would say that a regional diagnosis that is based on symptoms 
which have been of less than a month's duration, should be received 
with the utmost caution. All of us recognize the transient character 
of the conjugate lateral deviation that occurs so frequently in cerebral 
hemorrhage, and the internal strabismus that is observed so often in 
the earlier stages of locomotor ataxy. It would be illogical to assume 
that these were direct symptoms or that they had any value in localiz- 
ing the site of the destructive lesion. 

I may say in passing that in the number of cases of locomotor ataxy 
that I have seen, I have so far only met with internal strabismus. My 
impression is that if external strabismus should occur it will be found 
to be associated with other symptoms, e. g,^ ptosis, etc., pointing to an 
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affection of the third nerve. I would rather regard this as of syphilitic 
origin, than as due, even indirectly to the tabes. Direct or focal symp- 
toms can then only be recognized by their greater constancy, and it 
must of course be remembered that disturbances arising from destruc- 
tion of a nerve centre >nll be similar to those due to interference with 
the conductivity of any part of the nerve leading from it. Hence 
we must bear in mind, not only the anatomical position of the highest 
motor (and sensory) areas, but the exact route by which impulses are 
conveyed between them and their terminations. 

Another difficulty arises in some cases from the latency of localizing 
symptoms. Extensive destructive lesions may occur in different parts 
of the brain without giving rise to any of the usual phenomena, I 
know of no satisfactory explanation of this extraordinary fact, but of 
course, in such cases, an exact diagnosis becomes impossible. 

Local eye symptoms may be divided into two classes. 

I. Disturbances of the afferent impulses or of the sensations to 
which they give rise, whether visual or purely sensory. 

II. Disturbances of the efferent impulses which reveal themselves 
by paralysis or spasm of the ocular muscles. 

I. (a) The disturbances of tactile sensibility in the eye ball merit a 
passing notice : They point to some alteration in the ophthalmic nerve 
in some part of its course ; the site of the lesion may be indicated by the 
distribution of the anesthetic area, which may suggest the implication of 
other branches of the fifth, or the limitation of the lesion to the nasal 
nerve or its ciliary branches. Occasionally a neuroparalytic keratitis 
is observed and may be regarded as evidence of the trophic fibres for 
the cornea being involved. Merkel, Meissuer and Schiff have shown 
that the course of these trophic fibres in lower animals is distinct from 
that of the sensory fibres, and that they form a separate bundle occupy- 
ing the inner border of the fifth nerv^e (Merkel). It is interesting to 
note that M. Prioleau, from his clinical and post-mortem experience, 
has given some ground for believing that they are also distinct in man. 
He has found that in some cases of tubercular meningitis anaesthesia 
of the cornea occurs alone, but in a few cases peripheral trophic ulcers 
with loss of polish and opalescence of the cornea. The explanation is 
to be found in the development of tubercles on the pial investment of 
the fifth nerve, the trophic lesions only occurring when the trophic fibres 
are involved. 

In basal tumours this neuroparalytic keratitis is generally observed 
when the Gasserian ganglion is invaded by the growth. 

(A) Visual disturbances. 

I wish to emphasize the localizing value of some of these affections, 
they are too often neglected until all subjective examinations have 
become impossible. The investigation of the fields of vision affords 



Digitized by 



Google 



PERCIVAL, CEREBRAL DISEASE. 167 

most important evidence for diagnosing the site of a lesion, but it is 
essential that the examination should be undertaken in the early 
stages of cerebral disease. How can a patient who is racked with pain 
or half unconscious submit to the trials of the perimeter or give any 
reliable testimony if the attempt be made ? By neglecting an early 
investigation of this point the opportunity of exact localization of a 
cerebral tumour is often lost until the autopsy, which may reveal a 
growth in a situation which could have been, perhaps, successfully 
dealt with by the surgeon. Hemianopia is the term used to describe 
loss of half of the field of vision, thus right hemianopia would imply 
loss of the right half of the field of vision in each eye and would cor- 
respond of course to blindness of the left half of each retina. 

Allow me to briefly recall to your memory the course of those optic 
fibres that convey visual impulses to the cortex. On leaving the eye 
the optic nerves extend backwards to the chiasma where they decussate 
in such a way that the fibres coming from the nasal half of the left 
retina unite with the fibres from the temporal half of the right retina 
to form the right optic tract. The left optic tract similarly derives its 
fibres from the left halves of the two retinae, corresponding of course to 
the right half of the field of vision. Each optic tract crosses the 
ventral surface of the crus, then ascending under cover of the temporo- 
sphenoidal lobe sweeps round the crus and ends in the external genicu- 
late body, the pulvinar, and anterior corpus quadrigeminum. These 
bodies form what may be called the lower or primary visual centres, 
from them a large number of fibres emerge and spread out imder the 
name of the optic radiations to be distributed to the occipital cortex. 
It is said that some fibres from the optic tract reach their destination in 
this region by the posterior part of the internal capsule and do not enter 
the basal ganglia. Pathological evidence in the human subject tends 
to show that the visual area occupies the cortex of the cuneus, the 
lingual lobule and the superior occipital convolution. The angular 
gyrus in man does not seem to play the important part that has been 
assigned to it in the lower animals. Right heipianopia may then be 
due to a lesion in the left cuneus, left optic radiation, left pulvinar and 
its neighborhood or left optic tract. What means have we for dis- 
covering which part of this long path is blocked ? 

A consideration of the course of the nerve fibres that are concerned in 
the reflex pupillary movements for light suggest the method of deter- 
mining whether the lesion is above or below the nates. The afferent 
fibres for this reflex are to be found in the optic tracts and then (some 
possibly passing through the nates) they can be traced in the wall of 
the third ventricle to the anterior part of the nucleus of the third nerve 
which is situated in the floor of the aqueduct of Sylvius. The ef- 
ferent constrictor impulses are conveyed by the third nerve to the 
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ciliary ganglion, and thence by the short ciliary nerves to the sphinc- 
ter pupillse. If any link in this chain be broken the reaction of the 
pupil to light fails to show itself. When the left optic tract is destroy- 
ed in any part of its course we find on examination right hemianopia. 
If now a beam of light is concentrated by means of a convex lens (or 
concave mirror) on the left (blind) half of the retina no pupil reaction 
is observed as the afferent impulses for the reflex contraction of the 
pupil have been blocked by the lesion. This test requires very deli- 
cate manipulation in its performance, for if any light is allowed to fall 
on the right half of the retina the pupil at once contracts. In this 
way I was able in a case of hemianopia that I saw two years ago to 
exclude an optic tract lesion. The patient had had a slight apoplectic 
seizure and the right hemianopia was almost the only remaining symp- 
tom. I imagine that at the autopsy the left cuneus will be found to be 
the seat of the affection. 

Let me quote in illustration of this point a case that was under the 
care of my former teacher, Dr, Dickinson of St. George's Hospital. 
On admission he was found to have right hemianopia, the pupils, howev- 
er, reacted to light. Post-mortem, the left cuneus was almost completely 
destroyed by softening owing to extensive atheromatous changes in the 
arteries. The other patches of softening were more or less distant from 
this focus so that this case fully bears out the connection between the 
cuneus and vision. 

Swanzy quotes a case observed by Brieger in which there was com- 
plete blindness of both eyes. Unfortunately only a rough observation 
was made that both pupils contracted to light and a diagnosis of double 
hemianopia due to a lesion of both occipital lobes was made. At the 
autopsy, only the right occipital lobe was found diseased, so that the 
right hemianopia had still to be explained. A further examination 
showed degeneration in the left optic tract Had the pupillary re- 
action been more exactly determined during life the existence of the 
two lesions could have been diagnosed before death. ^Munk in some 
of his experiments on dogs showed that a correlation existed between 
parts of the retina and parts of the occipital lobe. It would appear 
that the different parts of the retina are actually represented by 
different portions of the cuneus. That this occurs in man also, has 
been conclusively proved by a case obsen^ed by Dr. Henry Hun. 

The patient, aged 67, had a slight apoplectic seizure of which the only per- 
manent symptom was a defect in the field of vision. It consisted in a loss 
of the whole of the left lower quadrant and the peripheral portion of the left 
upper quadrant in each field. After two years during which repeated ex- 
aminations revealed the permanence of these defects the patient died of heart 
disease. At the autopsy the brai i was found normal with the exception of 
some atheroma of the arteries and of a patch of atrophy strictly limited to 
the grey matter of the lower half of the right cuneus, the white matter un- 
derneath was softened to the extent of a third of an inch. 
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This case shows therefore that the fibres from the right upper quad- 
rant of each retina terminate in the lower half of the right cuneus. 
There is some evidence for regarding the representation of the lower 
right quadrant of the retina taking place in the lingual lobule, t. e., 
below the cuneus, (Swanzy). The spatial relation of these cortical 
areas to the retinal quadrants has far more than a purely medical 
bearing, it appears to me to have the deepest philosophical significance. 
This, however, is not the occasion for a psychological discussion ; and 
I must pass on to consider the means we have of distinguishing cortical 
from subcortical lesions. 

Hemianopia unaccompanied by hemiplegia, hemiansesthesia or aphasia 
suggests disease of the cortex ; these complications appear, however, to 
present themselves as distant (transitory) symptoms in many cases due 
to destruction of the optic radiations. Hughlings Jackson has re- 
corded a case of hemianopia from disease of the pulvinar. A lesion 
in this neighborhood that extended outwards and forwards would in- 
volve the internal capsule ; hemiansesthesia will be found if only the 
posterior third be implicated, if, however, the lesion in the internal 
capsule extend forwards to the genu hemiplegia will be observed. 

Not unfrequently aphasia is associated with right hemianopia the 
condition usually found then is an extensive affection involving Broca's 
convolution as well as the occipital lobe, probably the optic radiations 
are implicated. A vascular lesion in the middle cerebral could hard- 
ly produce a direct effect on the cortical centre in the cuneus. A 
tumor in the situation of the left insula that compressed the commissural 
fibres between the auditory word centre and the glossokinsesthetic 
centre in Broca's convolution as well as the left optic tract would 
doubtless give rise to the same symptoms, but I can find no record of 
such a case ; the reaction of the pupil would distinguish it from the 
cases that I have just referred to. 

Several cases of hemianopia due to tract lesions have been recorded. 
When involving the upper part of the temporal lobe they have been 
associated with deafiiess of the opposite ear. Gowers has recorded a 
case of tumour of inner part of temporosphenoidal lobe that first in- 
volved the left optic tract causing right hemianopia and afterwards 
implicated the left cms causing right hemiplegia. Nothnagel, however, 
points out that the common affections of the crus (softening hemor- 
rhages) very rarely involve the optic tract, which indeed has an inde- 
pendent vascular supply. Finally the hemianopia may not be abso- 
lute, there are eight cases on record in which color vision only was 
lost, the form and light sense being practically unaffected. Swanzy 
quotes Verrey's most interesting case of hemiachromatopsia. 

The patient had an apoplectic attack from which she rapidly recovered, 
she complained, however, of some difficulty in reading. A perimetric ex. 
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amination revealed absolute color blindness in the whole of the right side of 
the Held of each eye with diminution but no absolute loss of the light and form 
senses. This condition remained unaltered for twenty months when she 
succumbed to another apoplectic attack. At the autopsy the cause for death 
was found in a fresh hemorrhage in the right cerebrum ovale and lateral 
ventricle while an old hemorrhagic cyst in the lower part of the left occipital 
lobe involving the lineal lobule and the inferior part of the cuneus explained 
the hemiachromatopsia. 

Dr. Verry from this ease infers that the color sense occupies the 
most inferior part of the occipital lobe and probably the posterior 
part of the lingual lobule, while higher towards the superior part of the 
occipital lobe is situated the cortical center for the light sense and prob- 
ably between these two is the centre for form sense, for the latter was 
the function which after the color sense he found most affected, 
(Swanzy). 

HETERONYMOUS HEMIANOPIA. 

Hemianopia may also be binasal or bitemporal but these forms are 
rare and few cases have been examined post-mortem. Alterations in 
the optic disc (atrophy or neuritis) are generally to be found, as second- 
ary changes in the optic nerve usually occur within three or four 
weeks of the onset of the visual failure. The pathological evidence 
shows that the site of the lesion is at or close to the chiasma, indeed 
anatomical considerations would lead one to expect such forms of hemi- 
anopia to be due to disease either at this spot or below it ; were any 
part of the optic route affected higher up, the hemianopia would be 
necessarily homonymous. The anatomical relation of the roots of the 
olfactory nerve to the chiasma affords an explanation of the disturb- 
ance of the sense of smell in one nostril that has sometimes been ob- 
served in these cases. Bitemporal hemianopia is the more common 
and seems to be due to the involvement of the chiasma. In Miiller's 
case a sarcomatous growth the size of an apple starting fronii the pitu- 
itary body, that compressed the chaisma in the middle line was found 
post-mortem. Binasal hemianopia is less frequent, indeed when the 
anatomical arrangement of the nerve fibres is considered, it will be 
seen that it could only arise from two symmetrical lesions on either side 
of the chiasma. The anterior part of the circle of Willis surrounds 
the chiasma so that atheromatous changes at the origin of the anterior 
cerebral arteries might give rise to this symptom and some pathologic- 
al evidence gives support to the view that it occasionally arises in this 
way, (Knapp). 

TOTAL BLINDNESS OF BOTH EYES. 

This may be due to a lesion involving the chiasma, both optic nerves 
or both optic tracts or it may be the expression of a double cortical 
hemianopia involving both visual areas. Brieger's case of disease of 
one optic tract and one occipital lobe has been already alluded to. 

( TO BE CONTINUED. ) 
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THE TOXIC AMBLYOPIAS; THEIR SYMPTOMS, VARIE- 
TIES, PATHOLOGY AND TREATMENT. 

By Casey A. Wood, C. M., M. I). 

PATHOLOGIST TO THK ILLINOIS KYK AN!) KAR INFIRMARY ; PROKKSSOR OF OPHTHALMOLtKJV IN THR 
CHICAGO POST-ORADUATR SCHOOL : OCULIST AND AURIST TO 
THRALFXIAN HOSPITAL, ETC, 
CHICAGO. 

(donlinucdfrorn Pfige 126.^ 
E'riOfX)GY OF TOXIC AMBLYOPIA. 

TOBACCO.— ALCOHOL-TOBACCO.— <:ARB0N DLSULPHIDK. — CANNABL** INUICA — 
IODOFORM.— LEAD.— gULMNE.—fALICVLlC ACID AND OTHER SAUCYLATES. 
—COCAINE. — VENOM OF POISONOUS REPTILES.— MYDRIATIC ALKALOIDS. — 
DECOMPOSED FOOD.— SULPHURETTED HYDROGEN.— CARBOLIC ACID— MOR- 
PHIA AND OTHER OPIUM PREPARATIONS. 

Tobacco. — As in the case of alcohol, the more concentrated the form 
and the more cinistantly the indulgence in the tobacco poison, the great- 
er the likelihood that the vision of the habitue will suffer. 

I have not been able to find the report of a case where amblyopic 
symptoms were developed by snuff taking. Prepared snuff, it must be 
remembered, is much [)oorer in nicotine than the natural leaf tobacco. 
This Ls due to the process of manufacture during which a large pro- 
portion of its alkaloids is decomposed or escapes. According to John- 
stone (6) the stronger varieties — the rappees — made of tobacco having 
from five to six j)er cent, of nicotine retain only two per cent, when 
fully manufactured, thus reducing* their strength to that of the mildest 
Havana and Turkish leaf. 

"Dipping" (the habit of rubbing snufl?* upon the gums with a brush 
or carrying it to the mouth upon a chewed stick previously dipped in 
snuff,) is mostly confined to the female sex and said to be prevalent in 
the Southern States, and, so far as I can learn, is not a frecjuent cau>e 
of toxic amblyopia.' A few cases are, however, on record. Among 
them is an interesting instance given by Blitz (7). 

The patient, a woman, thirty-five years old, frorii the Tennessee Mountains, 
became so blind that she could barely distinguish light from darkness. She 
"dipped" a large quantity of snutt' dail}', but on desisting from the practice 
and undergoing treatment, vision was entirely restored in six weeks. 

De Schweinitz (8) also mentions the case of a young woman, not 
otherwise a tobacco user, who got toxic amblyopia from working in a 
tobacco factory. It must not be forgotten that the sneezing and the 



'Dr. Minor, of Menjphis, Tenn., informs me that he has not had a case ol 
amblyopia from *'dippmg" and, he adds, has never known any one addicted 
to that habit. 
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use of the handkerchief that accompany snuff taking, as well as the 
small quantity of nicotine commonly absorbed in "dipping" probably 
account for the rarity of toxic symptoms among those who indulge m 
these habits. 

I am inclined to believe that chewing is more harmful to sight than 
smoking. However that may be, all that we know about tobacco 
amblyopia seems to indicate that it is the nicotine that causes loss of 
vision. Although in the combustion of the weed a volatile, acrid, and 
exceedingly poisonous empyreumatic oil — nicotianine — is produced, 
there is probably very little nicotine in the smoke, the latter alkaloid 
being partly destroyed and partly retained in the pipe, cigar stump or 
cigarette end. 

The usual combination of a well seasoned pipe with strong ("shag") 
tobacco has rendered nicotine poison common in England notwithstand- 
ing the comparative infrequency there of tobacco "eating." In Amer- 
ica, on the other hand, where pij)e smoking of the short and strong 
kind is uncommon and the use of cigars and cigarettes almost universal, 
the prevalence of the chewing habit (juite makes up for that compara- 
tive freedom from tobacco amblyopia which we might enjoy if we were 
to refrain from the latter vice. An exemplification of this truth can 
be seen in Germany where the preference for mild cigars and tobacco 
smoked in long, easily cleaned pii)es, as well as the entire absence of 
the chewing habit largely account for the rarity of tobacco amblyopia 
in the Vaterland. Again, in Turkey, where cigarette smoking is al- 
most the only form in which the weed is used by both sexes and among all 
classes, tobacco amblyopia is, according to Van Milligen (9), Hiibsch, 
(10), and other competent observers, almost unknown, and yet the 
annual consumption of tobacco by the Turks is enormous. Van Mil- 
ligen says that for many years the Nargileh and pipe have been quite 
out of fashion. The smoke from the cigarette tobacco (containing 
three to four per cent, of nicotine) is drawn into the lungs, but the 
mouth end is so prepared that none of the tobacco touches the lips ; 
consequently no nicotine is directly absorbed. 

In estimating the probable effect of the tobacco used in a given case 
•Cohn (11) very properly insists that we ought to consider not only the 
kind but the weight of cigars when the tobacco is used in that form. 
He quotes a case of nicotine amblyopia where in the early stage of the 
disease the patient smoked iirst Havapas and later the same number of 
Dutch cigars. The Cuban cigars contain 2.02 per cent, and the Dutch 
1.8 per cent, of nicotine, but as the former weighed only 4.7 grms. and 
the Dutch 9 grms. the latter must be held responsible for the disease, 

AxcoHOL-ToBACCO. — This mixed cause is what one finds quite fre- 
quently in most countries. The steady drinker is almost always a to- 
bacco devotee and, as will hereafter be seen, it is difficult to say which 
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poison is, in such cases, responsible for the amblyopic symptoms. It 
may, however, be assumed that when the dbease is found in a patient 
who drinks beer or light wines, but who smokes or chews some form of 
fctrong tobacco, the latter is probably the cause of his troubles. On 
the other hand, the infrequent smoker of mild tobacco (cigars and 
cigarettes especially) who regularly take spirits of any kind may be 
j»et down, even in the absence of other proof, as amblyopic from the 
drink habit. Hutchinson and other English writers claim that mod- 
erate drinkers of mild alcoholic beverages are less likely to be the sub- 
jects of tobacco amblyopia than total abstainers. 

To give an idea ^f the frequency (in America) of these cases as com- 
pared with other causes of anaemic and atrophic states of the optic 
nerve the tables of Alt (12) may be quoted. Of 120 such cases he 
found that tobacco alone was the cause in nine instances, alcohol alone 
in three cases, alcohol-tobacco in 39 cases. That is to say, in more 
than 42 per cent, of the whole number of cases, tobacco and alcohol 
played the chief etiological role. Uhthoff's (3) figures, (30,000 pa- 
tients), of coulee, refer to Germany. Of 204 cases of retrobulbar 
ueuritic affections he puts down abuse of alcohol as producing the dis- 
ease in 64 cases or 31 per cent., alcohol-tobacco in 45 cases or 22 per 
cent., tobacco alone in 23 cases or 11 per cent. Thus alcohol and to- 
bacco, alone and together, were the cause of the neuritis in 132 in- 
stances — 64 per cent, of the whole. In France Galezowski (13) has 
given some very interesting statistics based upon his observation of 
more than 20,000 patients suffering irom diseases of the eye — statistics 
which ftiller and later experience has confirmed. Of 151 cases of toxic 
amblyopia (tobacco and alcohol) only 21, fourteen per cent., were due 
entirely to tobacco. These were all heavy smokers, using from 20 — 80 
grammes of tobacco daily or smoking 8 — 26 cigars. One-half per 
cent, of all the cases in the Hirschberg (14) klinic had toxic am- 
blyopia. 

After a thoughtful consideration of the foregoing facts and figures 
one must come, it appears to me, to these conclusions : 1. Both tobac- 
co and alcohol, alone and combined, may produce toxic amblyopia. 
2. It is probable that it is the nicotine in tobacco that produces the 
toxic eftect. If this be true, chewing is more injurious to sight than 
smoking, short pipes than long ones, old or unclean ones than new or 
easily cleaned pipes, mild cigars and cigarettes than strong cigars, and 
strong tobacco than mild. 3. The form in which alcohol is taken in- 
to the system has much to do with the amblyopic effects. The lighter 
forms of alcoholic beverages unless indulged in to great excess do not 
permanently affect vision. The same quantity of alcohol which when 
diluted (as beer or light wine) would be harmless, might be injurious 
to the eye sight if taken in the concentrated forms of whiskey, brandy 
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or gin. This is especially true when the latter are drunk between 
meals or when the stomac h is empty. 

Carbon Disulphide. — Less than fifty cases of toxic amblyopia 
from this cause have been published since Delpech's (15) article a[>- 
peared in 1850. This agent is a colorles^s liquid of a peculiarly pun- 
gent and disagreeable odor. It is almost as volatile as "sulphuric" 
ether and its fumes soon diffuse themselves through an apartment and 
vitiate the respired air. It exerts a powerful solvents effect upon fats 
and is used in large quantities for extracting oily matters from fabrics 
and other materials. It is also used in electro-plating. But its chief 
value in the art depends upon its power of vulcanizing or "sulphuriz- 
ing" rubber. Mixed with a small jjercentatre of monochloride of sul- 
phur (SCI) it is extensively employed in the manufacture of rubber 
articles. It has not been yet established what part, if any, is played 
by the sulphur chloride in producing intoxication. This latter agent 
is a deep orange colored, non-volatile liquid and is now much u:red in 
the production of "artificial rubber," but so far, no cases of amblyopia 
have been reported from its separate employment. 

Cannabis Indica. — Indian hemp in the form of "haschisch," 
"bang," "gunjah," etc., is indulged in as a narcotic stimulant by East- 
ern nations almost as extensively as tobacco is by us. It is known to 
cause, among its other toxic effects, an amblyopia closely resembling that 
due to nicotine and alcohol. The dried flowers are smoked, an elec- 
tuary (prepared from the resin, essence of roses, musk and other aromatic 
substances) is eaten, while an oleaginous extract made of melted butter 
or oil is sipped until intoxication occurs. The active ingredients are 
a volatile oil and a resin. I do not know of a single case of amblyopia 
from this drug reported as occurring in American or European coun- 
tries, but Ali, (16), who has seen many cases in Persia, speaks of it as 
being quite common in that country. 

Iodoform. — The only ct^Q on record is the following from Hirsch- 
berg's (17) klinik. 

A sixteen-year old girl was operated upon by Prof. Ktister for hip-joint dis- 
ease which was dressed with iodoform. During the after treatment severe 
disturbances of vision set in. VR=2\,, VIj=^^\, There was a central scotoma 
of from 4° to 8° radius, otherwise the field of vision was undisturb- 
ed. Fundus entirely normal. Fupils widely dilated. Hirschbergdiagno^d 
iodoform amblyopia. In eight days vision was again normal. Nothing is 
said in this report about the patient's smoking or drinking habits. 

Lead. — Amblyopia among workers in lead has long been recogniz- 
ed, and next to alcohol and tobacco is the commonest cause of ambly- 
opia, although the occurrence of optic nerve atrophy from this poison 
was not described until 188f) hy Hirschler (18). The salts of this 
metal find their way into the system by absorption through the skin in 
the case of painters (who mostly deal with white lead already mixed 
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with boiled oil), while in the case of workers in factories where plumb- 
ic ores are reduced or where they are subsequently prepared for the 
market, the respiratory tract furnishes an additional means of conveying 
the poison to the brain, kidneys and other organs. Oliver (19) men- 
tions among other sources of lead poisoning, lead smelting, plumbing, 
working in type foundries, water polluted with lead salts, food (canned 
meats, fruits and vegetables), paint mixers, etc. Cosmetics containing 
lead are also thought to be capable of producing lead amblyopia. At- 
kinson (20) records a fatal case where in the brain and meninges alone 
an amount equal to five grains of the metal was discovered. 

Quinine. — When one considers the large doses and the enormous 
quantity of this drug that are constantly prescribed and when one re- 
members how common is the occurrence of cinchonism it is remarkable 
that there are not more than forty or fifty cases of quinine amaurosis on 
record and that ocular disturbances are so rarely produced. The first 
of these was described by Graefe (21). The very characteristic signs 
and symptoms of quinine amaurosis have been developed by as little 
as eighty grains taken during thirty hours but it has also required 
doses aggregating L300 grains extending over three days (Voorhies 
22) before blindness set in. These symptoms have usually been pro- 
duced by quinine taken in its pure form, but in a few instances, as- in 
that recorded by Roosa, (23), where a strong mixture of cinchona caused 
the mischief — preparations of the bark have produced blindness. 
There is no evidence that the associated alkaloids (cinchonine, cinchi- 
noidine, etc.,) are capable of causing a toxic amblyopia or amaurosis, 
but as their action in other respects resembles that of quinine, it may 
for the present be assumed that they may produce similar effects upon 
the eyes. 

Salicylic Acid and Sodic Salicylate. — Several cases of pois- 
oning are recorded from the use of these drugs now sj extensively em- 
ployed in rheumatic and other affections. The first and most impor- 
tant case reported in literature is that of Gatti (24). 

Eight grammes, divided into leu doses — one every hour — were given to a 
perfectly healthy sixteen year old girl for acute articular rheumatism. She 
slept several hours after the last dose and when she awoke was absolutely 
blind, or had only qualitative perception of light, marked mydriasis, clear 
media, light gray reflex, papilla normal, edges well defined. Retinal veins filled 
with blood. No phosphenes. Deafness, weak cardiac impulse, small pulse, 
slight perspiration ; pains ia joints entirely gone. Urine normal. In it no 
trace of salicylic acid. Dullness in head, sleepiness, memory unclouded. Ten 
hours later patient awoke from sleep and was able to count fingers, but the 
deafness and mydriasis lasted until the next day. Vision finally became 
normal. 

Cocaine. — This drug has been shown to be responsible, among its 
other toxic effects, for a dcvrided though transitory amblyopia. In 
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Bock's (25) case six minims of a twenty per cent, solution, used as a 
sub-mucous injection for teeth extracting, was sufficient to produce dis- 
tinct fundus changes. 

Venom of Poi^^onous REPriLEs.—This agent has been known to bring 
about serious results (so far as vision is concerned) in those who survive 
the action of the poison. In the case of poisonous serpents we have Ama- 
ral's assertion that in South America blindness as the result of snake 
bites is common enough, de Magalhaes (26) of Rio reports the follow- 
ing case: 

1 A twenly-four year old negro was bitten by a snake. This was soon fol- 
lowed by great weakness, loss of consciousness, iiipture of blood vessels and 
bleeding from the nose. After twenty-four hours consciousness returned, but 
headache and sleeplessness set in and lasted a month. Then failure of sight 
was noticed. In another month all symptoms disappeared except the visual 
disturbance which got worse, and then remained stationary for a year. 
Finally it went on to blindness. The eyes are now in constant motion (nys- 
tagmus) so that an ophthalmascopic examination is difficult, but the optic 
nerve is not atrophic : on the contran* the veins are hyperaemic. On a later ex- 
amination de M. found a round black spot on the outer-upper side of the left 
papilla which looked like an old hemorrhage. Patient died shortly afterwards 
of small pox. 

The active agent in all these cases is an albuminoid substance. 
Weir Mitchell has named the poison of our rattlesnake crotaline and 
says that its virulent qualities resist the influence of temperatures 
between 0° and 212° F., as well as most antiseptic agents. The 
poison of the cobra applied to the eyes of fowls acts as a powerful 
cycloplegic. In a case of amblyopia following "toad" poison getting 
into a woman's eye, Staderini and Addario (27) found that a one per 
cent, collyrium of the poison produced ancjesthesia of the cornea and 
conjunctiva lasting four to five hours. 

Mydriatic Alkaloidh. — The local effects of these agents upon the 
eye are too well known to require an extended introduction. They 
are chiefly atropine, homatropine, daturine, duboisine, and hyoscy- 
amine, as well as preparations of the plants from which they are de- 
rived, The amblyopia which they produce is almost altogether the re- 
sult of dilatation of the pupil and paresis of accommodation. Similar 
effects are also produced by digitalis and aconite. Certain of these 
drugs are purely local mydriatics and in all of them the mydriasis and 
cycloplegia may be a part of the general poisoning that results from 
their introduction. into the system by accident or design. Galezowski 
(28) mentions a case where the eye symptoms were traced to the wear- 
ing of a belladonna plaster ! 

Decx)MP08ED Food. — Ptxyniaine$ and leticomames affect the eye »/i 
much the rnvie way as the mydiiatw pomns. Almost every description 
of decomposed or partially cooked food has produced amblyopic symp- 
toms, especially dilatation of the pupil and accommodative paresis. It is. 
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however, chiefly in those countries where "high" game and half cooked 
food are most popular that these accidents occur. As examples of this 
may be mentioned "high" hare (29), uncooked meat (30), decomposed 
sausage (31), rotten fish (32), poisonous fungi, (33), and shellfish, (34), 
especially mussels are on record as causes of amblyopia. The active 
agent in the latter case is a diseased liver producing mytilotoxine — 
similar to curare in action. 

Sulphuretted Hydrogen. — This is one of the very rare causes of 
amblopia. Although a violent poison in its undiluted form, it does 
not seem to exhibit its poisonous qualities upon the eye when breathed 
in its dilute state, as in illuminating gas, emanations from gewers, springs, 
etc In a case reported by P. & L. Brouardel (35) this poison produc- 
ed mydriasis, exophthalmos, loss of pupillary reflex, anoesthesia of the 
cornea, etc. 

Carbolic Acid. — A very few well authenticated cases are on 
record from this agent. 

In Nieden's (36) case 100 grms. of a three per cent, solution injected into 
the pleural cavity produced, among other poisonous symptoms, decided visual 
failure which lasted twenty hours. A merchant, ajt 37, had an empyema 
pleurae for which was done exsection of the sixth and seventh ribs of right 
side. The cavity was daily washed out with a two per cent, carbolized solu- 
tion after which patient had a sweetish taste in his mouth with some head- 
ache. Treatment continued four months without further symptoms. To 
hurry up matters he increased solution to three per cent and used it twice a 
day with greater force. Before end of second injection patient cried out and 
fell to the ground in convulsions, unconscious, weak pulse. Both pupils were 
widely dilated and did not react to light. Ether and other remedies brought 
him to consciousness in two hours; after which severe headache and desire to 
vomit. Both eyes were completely blind. Fundi (examined twelve hours 
after) normal except a slight haze of papillae. Next morning patient was 
free of all bad symptoms and could make out the form of largi». objects. Fol- 
lowing evening read large type and on the second morning, for a short time, 
ordinary print, On the fourth day visual power was normal. 

Morphia and other Opium preparations. The opium habit (con- 
trary to what one would expect from the dreadful inroads it makes 
upon the nervous energy) is not to any great degree the cause of true 
amblyopia. Every body is familiar with the dull cornea, the leaden iris, 
the injected conjunctiva and the contracted pupil of the opium slave, 
but visual disturbances apart from these, due to opiates, are quite un- 
common when one remembers how wide spread the use of opium is. 
Galezowski* quotes Ali as saying that he had met in Teheran among 
the opium smokers there several cases which resembled tobacco am- 
blyopics, but as he does not exclude the possibility of their being also 
haschisch users the etiology of the aflection is somewhat obscure. And 
Galezowski*s* own case was successfully treated by stopping immoder- 
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ate doses of opium and tobacco. The following is the history of Wag- 
ner's (37) well known ca^e : 

Man, 32 years old, suffered from periodical vomiting which he treated wiili 
hypodermic injections of morphine. On a journey old symptoms set in and 
in five dnya used 1.92 grms. (30 grs.) uiorph. acet., although from insecure 
hand may not have injected it all. Patient was found somnolent and with 
very slow, small pulse. Both pupils small and sluggish. The retinanl arte- 
ries were extremely narrow, the papilla hazy, and the veins normal. The 
light of a half turned down lamp was not perceived. Same conditions for 
two days. Patient was then removed and no further history could be ob- 
tained. 
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ERYTHROPSIA OCCURRING FROM DIFFERENT CAUSES 

IN THE SAME CASE. 

By E. M. Marbourg, M. D., 

OCULIST AM* AURIST TO THE COLO. MUTK AND BLIND SCHOOL, COLO. 8TATR INSANR ASTLUM. KTC, 

PUBBLO, COLORADO. 

This peculiar abberration of the color sense, for which the only ex- 
planation as yet offered, is that it is due to an over stimulation of the 
retina, afford?; to the ophthalmologist a wide field for investigation. 

In some cases it was supposed to be due to the action of certain 
drugs, as in poisoning by bi-sulphide of carbon, again to prolonged 
mental effort, and in aphakial eyes following cataract operations, it has 
shown itself much to the mental disturbance of the patient. 

Berr}^' relates in his article upon Erythropsia, that only one case oc- 
curring subsequent to a cataract operation has come under his notice. 

He seems loth to l)elieve that it was due to the increased amount of 
light entering through the coloboma, as he states that the coloboma 
was small and that the upper lid entirely covered it. 

That a hyperia-^thetic condition of the retina has a paramount influ- 
ence, as well as central irritation, I think is well shown in the case that 
recently came under my notice. 

Miss C. R., age 26, consulted me for lamellar cataract in both eyes. I ad- 
vised discision and operated upon the left eye Aug. 26, '91. On Jan'y 12, '92, 
the left lens substance was all absorbed, several operations having been per- 
formed upon the eye. She was then refractetl. Her vision with glasses was 
18. and Jaeger i^o. 

Up to iliis time no complaint whatever of Erythropsia had l)een made. On 
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Jan'y 13, '92, 1 needled the right eye at 10 A. M. At 3 P. M. her eatamenia 
unexpectedly came on, and at 5 P. M., all objects were to her a deep blood red. 
The red coloration continued for three days, gradually growing lighter in tint 
until it finally disappeared. Ten days alter this it again appeared, this time 
a deep rose pink. At first it was noticed only in the morning and evening, it 
wearing off in the middle of the day. At every reapplication of Atropia to the 
right eye, within ten minutes the rose pink coloration would make its appear- 
ance. This could not be due to the Atropia accidentally getting into the left 
eye and dilating the pupil, as at no time did this occur. At the present time 
theErythropsia pursues a very irregular course, recurring sometimes a dozen 
timejj a day and only lasting ten or fifteen minutes, again it remains throughout 
the entire day. It is noticed in doors as well as out, but not upon cloudy days. 
Out doors It is more noticeable, also when the patient looks at any white sur- 
face, and when she is nervous. 

In this case we have all the three lines of causes brought out. 

First. — The over stimulation of the retina by an increased amount ol light 
caused by the removal of the lens. 

Second. — The hyperassthesia of the retina induced by nervousness, and the 
general disturbance caused by the eatamenia. 

Third. — The influence of the Atropia upon the nerve centres, for it could not 
be claimed that the Erythropsia was due to an increased amount of light 
caused by the dilatation of the right pupil, since a bandage with cotton be- 
neath effectually kept the right eye closed. 

To a certain extent I have been able to control the Erythropsia by reducing 
the number of applications of Atropia and the use ol smoked glasses. 

One peculiar feature of the case, is that at no time after the first attack, did 
objects assume the deep blood red coloration they at first had, but took on in- 
stead a deep rose pink. 

The question concerning an increased amount of light entering through a 
coloboma, could not enter into the discussion of this case, as the operation 
wasoneof simple difjcision. That certian conditions in Er} thropsia (as yet 
unexplained,) are present, is evident from the fact that each ofthe three causes 
separately and in combination, were sufficient t.) produce the Erythropsia. 
Where all acted at once, the coloration was much deeper than when one or 
two were present. 
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KEPORT OF SIX CASES OF EXCISION OF TYMPANIC 
MEMBRANE AND OSSICLES. 

By L. J. Hammond, M. D., 

SHRGKUN 1>- CUARGRBRAGON RAR, K(l8R AND THROAT DISFKK8ART ; ASSISTANT SURGRON TORAK 
DI8PRN8ART, UNIVERSITY OF PRKNSYLTANTA. 

The operation of excision of the drum head and ossicles in the fol- 
lowing reported cases was done after they had been subjected to the 
general routine methods of treatment, for periods var}dng from months 
to years, and by competent Otologists. In none of the four sclerotic 
cases was there any perceptible improvement noticed, while the two 
suppurating cases received only temporary cessation of the discharges. 
In each case operation upon an effort was made to determine whether 
there was mobility of the stapes, without which little, if anything, in the 
way of increased hearing could be looked for. 

Case I. — Mrs. D., aet. 58. When seen last August, gave history of deafness 
in right ear for eight or nine years, which followed an attack of typhoid fever, 
and has grown gradually worse, notwithstanding the fact that she has been 
constantly under treatment Tinnitus most annoying symptom complained 
of, frequent attacks of vertigo, and headache ; general health good and no pre- 
disposition to ear trouble. 

Examination — tuning fork — gave R+both sides, most marked on right side. 
Ordiriary voices could be heard at 3 feet on left side, while loud voices oiily 
could be heard on side most affected (right). Canals rather large and clear, 
membranes on both sidas thickened and retracted, most marked on right ; mem- 
branes freely movable as demonstrated through pneumatic speculum. After 
routme treatment of ear, nose and throat for two months, I advised excision,, 
which the patient readily consented to. 

Operation^ right side, Oct. 18th, '91. — Membrane, incus and malleus removed. 

The tinnitus entirely disappeared ; the only noise complained of was a click- 
ing sound, probably due to mucous in the tube mouth, as it only occurred dur- 
ing the act of deglutition, or when the mouth was opened and closed. The 
hearing, immediately after coming out of the ether, was but slightly improved. 
By the third day, however, or as soon as the acute mflammatory condition 
had subsided, the improvement was very decided; watch heaixl -j^^ side opera- 
ted upon, and ordinary voice distinctly heard at twenty feet. Seven months 
after operation, whisper distinctly heard. No return of tinnitus or vertigo. 

Case II. — Mis.^ C ast. 30 years. History of deafness lor four years, which 
has grown rapidly worse since an attack of influenza two years ago. Seen 
Sept. 9th, 1891. Hearing so bad that she depends entirely on the lip move- 
mert to reply to questions asked her^- Loud voices, only, could be heard at two 
feet. Tuning fork gave R+both sides. 'I'innitus so great that she declared 
it was the cause of her inability to hear. Examinations of membranes showed 
cicatrix in posterior portion of the membrana tensa right side, in addition 
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both membranes markedly retracted, and only slightly movable by the pneu- 
matic speculum, except the scar which was freely movable. The naso-pharynx 
was decidedly atrophic, both nasal cavities being filled with dessicated mu- 
cous, causing a very toeted breath. She was treated for two months by thor- 
oughly cleansing naso-pharynx with an alkaline solution (DobeH's). folio wed by 
the application of a solution of glycerole of iodine and iodide of pottass. to nose 
and throat, the Eustachian tube and middle ear being treated at the same 
time with vapor of iodine through the Eustachian catheter, and the middle ear 
inflated. 

The right ear being the worst, so far as the noise was concerned, I decided 
to excise it first. 

Operation, R. S., Nov. 29th, 1891. — Membrane and malleus removed. The 
incus could not be found, and as 1 made diligent search for it I concluded it 
had necrosed and been discharged during the suppuration which had occurred 
when the patient was an infant. Free suppuration followed the operation 
and continued for lour weeks The tinnitus disappeared immediately after 
removal. The hearing increased sufficient to hear loud voice at five feet on 
side operated upon. The patient was seen May 3rd, six months after opera- 
tion, and was so much pleased with the results that she insists on having the 
left operated upon. 

Case III.— O. D., Italian, aet. 28 years. Sent to me from Hazleton, Pa., 
Jan. 28th, 1892, with history of deafness and distressing noise for three years. 
Complained of vertigo and headache. Examination — Membranes, both sides 
sunken and atrophic. Tuning fork gave R-|-both sides, when placed on fore- 
head could be heard best in right ear, watch heard ^V 1^^ side, could not be 
. heard on right side. Loud voice only, could be heard at four feet on the right 
side. The use of iodine vapor, steam, etc., through the Eustachian catheter, 
•combined with inflation and the pneumatic speculum, all failed to, in the 
slightest, relieve the tinnitus, of which he complained more of than the loss of 
heanng. 

Operation R. E., Feb. 4th, 1892. — Incus, membrane and malleus removed. 
"Very free hemorrhage during operation, which greatly interfeared with the 
view, thus prolonging the operation. The next morning, (Feb. 5th,) he com- 
plained of pain in temporal region and tenderness on pressure over tragus ; 
these symptoms continued for three days, free suppuration for eight days. 
Hearing, April 20th, 1892, low voice heard at flve feet in ear operated on, 
tinnitus and vertigo entirely disappeared. There was no involvement of the 
mastoid during the inflammatory' condition which followed for the eight days 
above mentioned. 

Case IV. — Mra. B., eet. 47. Has been deaf for ] 1 years, which she attribu- 
ted to a severe cold. Tinnitus constant, resembling the rolling of the sea 
(tidal), some vertigo, easy to take cold, and to use her own language, she is 
never rid of one before another takes its place. Examination — membranes 
thickened and marked depression at upper anterior portion on left side. Sev- 
■eral membei*s of the family have difficulty in hearing. Tuning fork R.+both 
sides, placed on forehead it is heard best on left side, watch not heard on either 
side. Loud voices only, can be heard on left side at about two feit, while on 
the eight side moderately loud voices can be heard at four feet. Membrane on 
right side fairly movable, while on left side the motion was confined entirely 
to the anterior portion. The patient, having previously been treated by the 
routine methods, I felt to continue longer would be a waste of time and there- 
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lore advised excision. 

OpercUimi L. S., Feb. 20th, 1892. — Incus, membrane and malleus removed. 
T\vent3-four hours later, the patient heard the ticking of the clock on the man- 
tle, fifteen feet distance. Tinnitus and vertigo entirely absent. There was 
free suppuration which lasted ten days. After it was healed the hearing was 
not as good as at first, there was a constant tendency to new formation of 
membrane, which 1 was obliged to remove twice. While tfaei*e was a slight 
diminution in the hearing when I saw the patient May 3d, about 2| months 
after the operation, she was able to hear ordinary voice at six feet, while there 
was no return of tinnitus or vertigo. 

Case V.~Miss C. set., 32 years. Three years ago had acute inflammation 
of middle ear follow ed by suppurat ion,the result of a severe i old. 1 he huj^ pu- 
ration continued for about ten months when it stopped; but again returned 
two months later and continued, more or less, constantly until July, when 1 
saw her, at this time she said there had been no discharge for two weeks ; but 
on examination 1 found a large crast. of dried pus, and when removed quite a 
collection of muco-purulent discharge was found. After thorough cleansing 
with hydrogen proxide, the membrane on right side was found to contain a 
large Shrapnel 1 perferation, through which the probe readily detecteil denuded 
bone, the remainder of the membrane was greatly depressed. 

Hearing— K. S., loud voices at 1 foot only, could be heard. L. S., ordinary 
voice at six tVet. Tuning fork placed on forehead, heard best in K. E. H.-f 
both sides. Tinnitus constant, i*esembling escaping steam. Vertigo was 
constant but greatly exagerated whenever the post-tympanic syringe 
was used on right side in cleansing through the perforation. This 
condition 1 have found quite frequent in disease involving the attic. 
The patient was treated by first thoroughly cleansing the ear with pre- 
oxide of hydrogen, then with a hot s^aturated solution of boric acid through 
the post tympanic syringe, naso-pharynx sprayed with an alkaline solution 
followed by astringent applications. Inflation of middle ear with air bag 
(Politzer") and dusted with finely powdered boracic acid. As the dischage 
continued 1 advised her, atter, two months treatment to have the operation 
done as 1 felt sure there was necrosis of the bony wall and attic which was 
impossible to reach. 

Operatiofi 4, 1891, remainder of membrane and malleus removed, 

the incus could not be found, head of malleus necrosed, after curetting and 
removing the necrosed tissue, the ear was again syringed with a hot saturat- 
ed solution of boracic acid and canal closed with a plug of absorbent cotton. 
The discharge was slight for two weeks, when it entirely ceased and has 
continueil well up to the present time. Tinnitis so slight that she can only 
detect it by listening. Hearing not improved. 

Case VI. — P. H., set 56 years, seen first Dec. 5, 1891. — History of suppura- 
tion from left ear for many years (could not say how long). Hearing, R. 
S. fair; watch |g, whisper distinct at 3 feet. L. S., watch /g ; whisper heard 
about one foot. Slight tinnitus, tuninjr fork heard best L. S. R.+both sides. 
Examination, canal filled with foetid pus and exfoliated epithelium. When 
removed the membrane was found perforated in ShrapnelPs region and 
small perforation in posterior portion of the membrana tensa which complt te- 
ly uncovered the shank of incus. The case having been treated by compe- 
tent Otologist at various times. I advised operation from the first, feeling 
sure that any treatment short of the removal of these probably necrosed 
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boues and attic would meet with the same disappointment that the others 
had met. 

Operation, L- l^t Dec. 15, 1891, — Remainder of membrane, incus and mal- 
leus removed. Head of malleus necrosed, also necrosis of attic walls. The 
treatment consisted of thorough cleansing, as in Case V, until discharge 
ceased, which it did in seventeen days and was well when seen less than one 
month ago, (four and a half months after operation). Hearing remained 
about same as before operation. 

Each of the sclerotic cases, the evening before operating the next 
morning, had the canals thoroughly cleansed with hydrogen peroxide 
and afterward closed with plug of absorbent cotton, by this means 
the congestion which always follows the cleansing of canal and mem- 
brane for a short while is avoided. Aft^r excision the parts are thor- 
oughly cleansed once daily with a hot saturated solution of boric acid, 
and canal kept closed with cotton. The nose and throat are treated 
at same time with alkaline spray, and if necessar}^ astringent applica- 
tions. The suppurating cases are cleansed with hot saturated boric 
acid solution just before operation. The after treatment being same 
as the dry cases. 

In all the cases where the incus was present it was removed first, 
i. e., before the membrane was excised entirely. This was done by 
making an incision around the shank, when it was easily disarticulat- 
ed by passing the looped curette between the articulation with mal- 
leus,, at the same time drawing it forward. After loosening, it can be 
lifted out with forceps or by means of snare. Unless the incus is first re- 
moved it will be drawn upward and backward after malleus is detach- 
ed from it, in which position it not only becomes diflicult or even im- 
possible to remove, but makes the danger of mastoid inflammation 
much greater from the position it takes at the opening of the mastoid 
cells into the bony canal. 
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THE BOUGIE AS A MODE OF TREATMENT IN DISEASES 
OF THE MIDDLE EAR. 

By Thomas J. Harris, M. D., 

CLINICAL ASSITTAST MANHATTAN KYK AND KAR HOSPITAL ; MRMBER COUNTT MEDICAL SOCIBTY. 

NFW YORK. 

In the words of a recent writer in one of the British Medical Jour- 
nals, no instrument has been more wrongfully, or senselessly condemn- 
ed than the Eustachian bougie. Much of this opposition and condem- 
nation arises, we believe, from a misunderstanding or ignorance as to 
the indications for its use, or as to the proper technique of its employ- 
ment. It is not the purpose of this article to add anything new, in 
regard to this instrument, but by setting forth as clearly as }>ossible, 
these indications and the manner of employment, in order best to meet 
these indications, iis seen at the hands of those who have so successfully 
employed it ; to render practical, a more general use of the bougie, by 
the profession as a whole. 

The bougie was employed as a thera]xjutic remedy in ear disease, 
for the first time, some 25 years ago. Kramer, of Berlin', was among 
the earliest to advocate its use. How generally it was employed at that 
time and subsequently, it is difficult to say, but unquestionably, the 
credit for its employment at present, and the knowledge we have re- 
garding it, to-day, is due to Urbant^chitsch of Vienna, who, in 1888, 
presented it anew to the profession, embodying his lesearches with it, in 
a series of communications published in the Wiener Medimnisch Prei*se, 
1883. As first employed by Kramer and others, the bougie was regard- 
ed of service only in cases of undoubted stricture as diagnosed by the 
ordinary' test ; and as this diagnosis is, in many cases, difficult to estab- 
lish, the number of cases in which its use seemed applicable, was rela- 
tively few^ 

Urbantschitsch has, however, shown that, in a large percentage of 
cases of disease of the middle ear, stenosis can be detected by means of 
the bougie alone,. so that he believes in its use even as a method of 
routine examination. 

Few cases of middle ear trouble are, in his opinion, free from swell- 
ing of the lining membrane of the Eustachian tubes, and from subse- 
quent stenosis, in a greater or less degree. But he does not stop here, 
but insists that the employment of the bougie is called for and justified 
because of the gratifying results it works in a purely reflex manner on 

» Handbuch dorOwren Enakilnde, 18G7. 
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the mucous membrane of the tympanic cavity. In many cases of tin- 
nitus aurium, he has used it with the most flattering effects. The adop- 
tion of it in such cases by others, has given the same happy results. It 
is needless to say that an universal successful i^sue is not claimed for it 
in tinnitus. No one has to treat diseases of the ear, for a long period 
of time, to learn that tinnitus is one of the most troublesome and baf- 
fling symptoms to meet. The particular cases in which it ^vill succeed^ 
can not be stated in advance ; it must be employed as a routine mode 
of treatment in all cases where mere inflation fails. 

For a correct employment of the instrument, a superficial knowlodge, 
at least of the Eustachian tube is necessary. From the careful studies 
of Eitelberg, of Vienna, and others, we have a clear knowledge to-day 
of its anatomy. The examinations of repeated cases in the cadaver, 
shows the average length of the tube to be 35-45 vivi. It forms an 
angle of 130-140° with the wall of the noj^e, and is directed in its course 
from inward and forward, outward and backward, a fact to l)e borne 
in mind, in the introduction of the bougie. Assuming that the length 
is 30 mm.y the cartilaginous portion of the canal would be about 24 /«?«, 
while the bony part would occupy the rest, or 11 mm. Where now the 
cartilage and bony portions meet, there is a narrowing of the tube, 
called the isthmus, which has an average diameter of 1 J min. Here is 
the site of frequent swelling and obstruction in the passing of the in- 
strument. If a bougie is gotten past this point, it generally enters the 
tympanic cavity without difficulty, and, according to Urban tschitsch, 
when a bougie of li mm diameter can traverse the isthmus without dif- 
ficulty, there is no indication for its further use. The canal in its 
course from the pharynx to the middle ear, as we have seen, is partly 
of cartilage and partly of bone. The cartilagenous portion, in its ex- 
tent, becomes turned on its axis, so that the front and external side be- 
comes the under surface of the bony section ; the posterior and inner 
side, the upper surface of the bony canal. The constriction, or isthmus, 
where these two canals join, gives to the entire tube the appearance of 
a double cone, with its apices in apposition. On some accounts, the 
more internal of the two cones has the greater interest for the anato- 
mist, l>ecause of its intimate relation to certain important structures in 
the immediate vicinity. Its direction is along the wing of the sphenoid 
bone and lies beneath the canal for the tensor tympani mu:?cle, ai.d 
above that for the carotid artery, so that in all manipulations, in the 
Eustachian tube, one must constantly bear in mind the danger, by 
rough handling, of piercing the lower wall, and so wounding the carot- 
id artery. 

The expanded end of this bony cone is the ostium tympanicum. It 
measures about 5 tnm in height and 3 mm in breadth. It has been an 
interesting question, what direction a bougie passing through its mouth, 
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pursued. The result of Eitelberg's investigation seems, however, to es- 
tablish the fact, that in the majority of cases, it impinges on the manu- 
brium. In several cases where a perforation in the membrana tympani 
existed, the bougie was found to have passed out into the auditory ca- 
nal — a point of practical interest, for it demonstrates that care is neces- 
essary, not to introduce the bougie too deeply into the canal, or there 
is danger of rupturing the membrana tympani. 

The pharyngeal end of the tube is called the ostium pharyngeum. 
Its average height is 9 vivi and width 5 i/im. Since on its position and 
shape, depends both, the introduction of the catheter and the bougie, 
its shape and position are important to the otologist. Its position is 
usually 1 to 1.5 otiy removed from the posterior end of the inferior turbi- 
nated bone and, roughly speaking, in a line with the posterior surface of 
the septum nasi ; it runs generally from a point anterior above and ex- 
ternal, obliquely, backward, downward and inward. Its form is quite 
varied, being sometimes pear-shaped, sometimes three cornered, some- 
times kidney-shaped. Two lips, in children not very prominent, mark 
its position ; the posterior lip, which is the larger of the two, proceeds 
from the median cartilage of the canal, the anterior lip from the lateral 
cartilage. From the anterior lip arises the short perpendicular plica 
salpingo-palatina ; from the posterior lip, the plica salpingo-pharyngea. 
In acute inflammation of the nose and pharynx, the pharyngeal mouth 
becomes so swollen that inflation of the ear by means of Politzer's 
method sometimes becomes impossible ; the catheter, however, will easily 
pass this obstruction, and then the introduction of air is easy. Asa usual 
thing the beak of the catheter penetrates about 11 mm into the canal. 

Several causes have acted to render physicians timorous in their em- 
ployment of the bougie : One has been the unsatisfactory material 
used for the construction of the instrument; another has been lack of 
knowledge, as to how it should be introduced, but above all, the feeling 
that its introduction was attended with much danger, has deterred 
many. 

Various substances have been used at diflTerent times, out of which to 
construct the bougie : Some form of rubber wound with silk, was em- 
ployed at one time, but it was found too pliable ; others have used the 
ordinary filiform urethral bougie, but these have the disadvantage of 
being too stiff*, and so liable to wound the canal wall. A suitable ma- 
terial is one which will be neither too stiff'nor too pliable, which will re- 
tain its form and which can be easily graded. Such a substance, Ur- 
bantschitsch has found in celluloid, and he has succeeded in perfecting 
bougies out of this material which will answer all the requirements 
necessary. These are 6-8 inches long, bulbed at each end and of six 
sizes, graded according to Charri^re's scales. No. i, is i mm in diame- 
ter, and each succeeding size i mm larger, so that No. l=i. No. 2=i 
?mn. No. 8=1 jnm. No. 4=^ mm and No. 5=| mm. 
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In most cases Nos. 2, 3 and 4 are sufficient. These bougies com- 
bine the advantage of being very durable ; as each end is bulb-pointed, 
there are really two bougies in one and if the head, by too strong 
manipulation, should become broken, it is possible, easily to remove it 
and to construct a new bulb from the stem. 

In spite of the possible dangers, which are supposed to attend the in- 
troduction of the bougie, experience shows the actual risk is almost nil ; 
care in avoiding violence, a preservation of the ordinary rules of an- 
tisepsis and a recollection of the anatomical facts regarding the length, 
position of the tube, etc., is all that is necessary. The bougie should 
be disinfected by being placed in boiling water, a few minutes 
before it is to be used. A recent writer in one of our medical 
journals states that it is his practice to carefully wash out the Eusta- 
chian tube in advance with an antiseptfc fluid. This we can not but 
regard as unnecessar}'. In 100 cases carefully studied by Eitelberg, 
there were only 3 cases showing any unpleasant results from the treat- 
ment, and these, mild cases of emphysema of the neck which soon subsi- 
ded If it is the first time that the instrument is employed, and thisaj)- 
plies as well for the catheter as for the bougie, cocaine can be applied 
with advantage to the nose and upper pharynx to obviate any dis- 
agreeable sensations the'patient might experience. 

A much greater consideration is an avoidance of any posvsible })er- 
foration of the membrana tympani by a too deep insertion of the in- 
strument. This is entirely secured by a proper scale on the bougie. 
One can do this most conveniently with ink, beginning at the distal end 
and indicating each successive 10 millimeters by a line of ink. By this 
minute ruling, the jxisition of any abnormal narrowing win be at once 
detected. As a general rule, which is never to be deviated from, it can 
be stated that the length to which the bougie is to be introduced should 
never be over 3} c;/j, in fact in most cases 31 an is a safer guide. For 
the first attempt a moderately large catheter is to be selected, with 
rather more of a curve than is used in simple catheterization. This is 
introduced in the usual manner, the physician satisfying himself of 
the proper position of the beak by means of the diagnostic tube. 

He then selects a medium sized bougie, say J 7nm which ^vill in the 
normal state pass the isthmus and with no previous oiling, introduce 
it into the catheter, which is carefully retained in position. If this 
position is a correct one the bougie wnll enter the canal with no great 
diflSculty, giving a characteristic sensation to the hand of the intro- 
ducer. Often, however, a little manipulation is necessary to accom- 
plish its introduction, but always of the gentlest nature ; the catheter 
may need to be withdrawn a little or rotated a little on its axis or perhaps 
entirely removed and one of a smaller size or of greater curve em- 
ployed. Frequently to the bougie will glide in for a short distance, 
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1 0-20 mm and there meet an obstruction, here as elsewhere, all force 
should be avoided ; if one or two gentle attempts convinces one of a 
narro^iing there, the bougie must be removed and one of a smaller 
size put in its place. 

A common source of error is found in the lodgement of the catheter 
in the fossa of Rosenmiiller, instead of in the pharyngeal oj^ning of 
the tube. If the mouth of the tube is large, an indistinct sound will 
be perceived with the diagnostic tube which can easily deceive one into 
thinking the instrument is in place ; the bulb of the bougie will, how- 
ever, at once encounter a firm obstruction, or if any force is exerted, 
the bougie may progress, but on removing it the end will be found to 
be bent at a nearly right angle. Certain tests are all but positive of 
the correct position of the bougie. Usually as the instrument enters 
the canal the patient will say he feels it in the region of the larynx, 
and when it passes out into the tympanic cavity he ex|)erience< a sharp 
prick which he refers to the ear. The bougie, if in position, should retain 
the catheter in place without any assistance of the hand, and it should 
jjresent to on removal, a well defined double-curve, a larger and a 
smaller, corresponding to the curve of the canal. As an additional 
aid in treatment, the air-douche can be combined with the dilatation. 
Frequently it will be with the greatest difl[iculty, that air can be fi)rced 
through before the introduction of the bougie, while afterward there 
is a clear passage, the only precaution, and this an all important one 
to be observ^ed is that on every occasion, the tip of the bougie is to be 
carefully examined, and if there is the slightest amount of blood on 
it, the introduction of air is to be avoided, otherwise acute middle ear 
trouble can easily be excited. 

How often is this treatment to be employed ? This all dej>ends on 
the particular case, and on the effect of the treatment. If there is im- 
provement, as there often is, after the first time it is used, it can be 
continued every other day, or every third day, gradually emplopng 
larger sizes of the bougie as the case demands. Rarely there is an in- 
crease of the tinnitus or deafness after its use, further attempts in such 
cases will scarcely succeed. In cases where, after the first treatment, 
there appears to be no change at all, its use should still be persevered 
in for a number of sittings, until, as in any other mode of treatment, it 
has had a fair opportunity to make itself felt. 

10« W. 79th Stbbkt. 
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CAUTERIZATION IN HYPERTROPHIC RHINITIS* 

By H. V. WiJRDEMANN, M. D.. 

OF MILWACKKI. 

The word cauterization in medicine is usually taken as a synonym 
for destruction of tissue by burning. As a rule in nasal work, we do not 
cauterize with this intent, but with the object oi producing adhesion of 
the membranes to the underlying bone. This has been appropriately 
called "buttonhole" or "dimple" work. 

My paper will not deal with other surgical means often necessar}- in 
conjunction with cauterization. Our discussion of the potential cautery 
will be limited to galvano-cauterization as the use of the Paquelin in 
the nose, has no sanction and can not be too strongly condemned, (4) 

"The galvano-cautery offers an attractive method of treatment and 
will always remain a popular instrument, for when in working order its 
manipulation is a pleasure to the operator and undoubtedly produces 
no slight moral effect on the patient" (2). Browne (3), Mackenzie 
(6), Sajous (H) and Seiler (9) give it the first place as a caustic agent 
while Bosworth (2), Woakes (11) and others consider that the chemi- 
cal cauter}' is preferable for most work. As Bosworth remarks (2), 
"There can be no question as to the success of the so-called galvano- 
caustic treatment." There are, however, some objections that might ob- 
tain with the general practitioner who occasionally does a little nose 
work, in that it is costly, cumbersome and requires considerable skill. 
The much vaunted "sub-mucous" operation is not so easy on the patient 
as on paper. In application a slight degree of movement must be kept 
up in the tip of the instrument or on withdrawal the flesh may stick 
and quite a strip of membrane be torn away. This factor and that of 
the high degree of heat developed in the surrounding structures some- 
times gives rise to violent reaction, such as acute rhinitis, neuralgia, 
otitis media (10) or even facial erysipelas. (9.) 

I own to the production last spring of several cases of acute rhinitis 
after light potential cauterization. The patients returned after a few 
days, stating that they had been ill with what their family physician 
called "la grippe." As for myself, I know these cases to have been 
caused by the nasal work. Since that time I have learned to apply 
trichloracetic acid after the manner of Gleitsmann, (5), following the 
electro-cautery. The resulting eschar is firmly adherent and dry, and 
as a rule there is no reaction. 

*Rea(l before the Wis. State Medical Soe. at Milwaukee, May 6th, 1^92. 
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Such chemical caustics as nitric and sulphuric acids or nitrate of sil- 
ver may produce like unpleasant reaction. By these agents we may 
obtain the desired superficial eschar and cicatrization, but, as the pro- 
ducts of their action are in themselves destructive, their effects may not 
be limited with nicety. Glacial trichloracetic or chromic acids fused 
on a probe do not offer these objections ; the latter especially may be 
deemed a perfect caustic for most nasal work. Rosenthal of Berlin, in 
the latest Grerman work [7] on diseases of the nose, says that he has not 
had success in limiting the effects of chromic acid to the area touched by 
the caustic. I do not appreciate this criticism for in my hands its ac- 
tion is limited, if so wished, to a point the size of a pin^s head. I use a 
very fine bead, made after Bosworth's method, by dipping the end of a 
fine applicator in mucilage and taking up but one or two of the slender 
columnar crystals of the acid which are then fused to a small bead over 
a flame. The product of its decomposition is the inert oxide of chromi- 
um and does not spread into the tissues. Any excess of the acid should 
be immediately brushed away by a 5 per cent, solution of Sod. bicarb. 
No such ill effects as from the potential cautery follows its use by edu- 
cated hands. Slight neuralgia referred to the upper incisors may ensue 
if the parts have not been thoroughly anesthetized and exsanguinated 
by cocaine. This is readily relieved by the application of heat to the 
face. I find the kiaro or Japanese pocket, stove a very convenient 
remedy. 

The application of the chemical cautery is so simple that in very 
nervous patients one is often enabled to do the necessary work practi- 
cally without their knowledge, when if aware that the doctor wi:?hed to 
"bum the nose" or to *'use electricity," he would have a tussle with his 
patient, and perhaps have to give up the attempt altogether. 

As before other operations a certain amount of preparation fur cau- 
tery work in the nose is advisable. We get better result^ if the mem- 
branes are disinfected by preliminary cleansing by a suitable antiseptic 
spray as Seller's fluid.^ In many cases treatment by the same spray 
and application of the glycerole of iodine^ is useful for several days 
preceediug. It should be borne in mind that the cauterization should 
be minutely limited to the most prominent parts of hyj)ertrophy. 
Oar friend. Dr. A. B. Farnharm, [4] has insisted upon this ix)int in 
several papers before this honorable body, in previous meetings. The 
exsanguinating effect of the cocaine may be prolonged and a successful 
adhesion of the membrane be assured, if the patient be given the 



'{t— Sud. bicarb., Soti. bibor. aa lo.OO, Sod. benzoat., Sod. salieyl. aa. 60. 
Tiivmul. Eucalyptol, aa. .30. Meiuhol, .lo, Oi. gauliher .20, GlyceriniOO. Alct>- 
liui'GU. Aqua, q. s. ad 7. L (2 gal.) (The ingredients mav beobtained in tab- 
let tbriu s»u that one tablet to two ounces of water equals the standard solution. 

^jfe— loilin. cryst. .50, Potass, lod. 1.60, Glycerin. 15.00. 
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eamphor'Hoenthol mixture^ of Bbhop as ft »|««y every few bonis after 
the cautery for the d&y of the operadoo* This b ft pleftHuU ftpf^ca- 
tion for latter ct*e. Where the membraiie is exceaHrely hypertrophieA 
a:« in the prjHterior enlargement^ of the turbinated bodies^, the chemical 
c^imlf ^if)e* not ?»uffice, aikl here the electro-cautery L* better. In these 
esL^-i* other ^ur^'eal prr)cedures are aometimefi necesMuy. 

To recapitulate : — I prefer the fased crystal of chromic acid for moe^x 
cautery work on the not*eand reserve the galvano-cau:?tic for deep witrk 
ftr for thfK*e ini^ftancei^ in which the chemical cautery has been unsue- 
cf-^afiil in relievi"*^ the atenosi:^ and nasal congestion. 
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*9r— Menthol cryst.. Camphor, aa 2.00 to 20.00, M. trit. et adde Ben- 
zoinal 100.00. [a 10 per cent. sol. is most useful.] 
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CORK SPLINTS FOR THE NASAL SEPTUM. 
By T. Passmore Berens, M. D., 

INSTRUCTOR IN DISEASES OP THE NOSE AND THROAT, NEW TORK POST 6RADUATR MEDICAL 

SCHOOL AND HOSPITAL, ASSISTANT SURGEON MANHATTAN EYE AND EAR 

HOSPITAL, THROAT AND BAR DEPARTMENTS. 

The failure to obtain satisfactory results in many of the operations 
for deflected septum having been due in my experience to the lack of 
a suitable appliance to hold the previously fractured, and in some in- 
stances, cut septum in proper position a sufficient time for good union. 
I determined to try a hollow splint of cork — the"splints" may be prepar- 
ed by whittling a selected No. 8 bottle cork into a truncated cone hollow- 
ing out the center with a large nasal trephine or "rat-tail" file, smooth 
ing with emery-cloth, soaking in a 1-1000 corrosive sublimate solution, 
drying and finally coating inside and out with flexible collodion to 
which a fewg rains of iodoform have been added. This soon dries and 
the splint is ready for use. My friend. Dr. D. L. Hubbard, has kind- 
ly shown me five (5) cases in which he had used the splints all eminent- 
ly successfnl. These cases added to six of my o\m, five of which 
were entirely successful, are evidence enough of their utility. The ad- 
vantages claimed for these over metal, ivory, oakum, and other splints, 
are that they are antiseptic, non-absorbing, easily borne by the patient, 
causing little pain and scarcely any discomfort, firm while still elastic 
enough not to interfere with the vascular supply of the parts, non- 
irritating (frequently having been left in dtu four days with no result- 
ing ulceration), finally they are at the command of every practitioner, 
being easily and quickly made and varied to suit the requirements of 
any case. It has been the custom to insert a splint into each nostril 
and when necessary to cleanse, to remove and reinsert that of the one 
side before removal of the other, thus retaiiiing the parts in undisturb- 
ed apposition. 
104 West 71st Street. 
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PROGRESS. 



NOTES FROM FOREIGN OPHTHALMIC JOURNALS. 
By Casey A. Wood, M. D., 

PROFKSSOB OF OPHTHALMOLOGY IK THK CHICAOO P08T-GRA0CATK MEDICAL SCHOOL ; OCULIST AND 
AURI8T TO TUB ALRXlAlT BROTHERS' HOSPITAL, ETC, 
CHICAGO. 

ON MONOCULAR DIPLOPIA.* 

This is a communication made in 1891 by Galezowski to the SocUt^ ck 
Bidlogie in which he discusses the probable origin of this curious and rather 
uncommon phenomenon. The symptom under discussion he particularizes 
as a monocular diplopia in one or both eyes unaccompanied by discoverable 
organic changes in the optic media or fundus and without the slightest aifection 
of any of the oculo-motor nerves. Such cases are usually associated with a peri- 
pheral restriction of the visual field while central vision remains intact. The 
patients present many of the evidences of central nervous lesions, such as multi- 
ple sclerosis, myelitis, encephalitis, etc.,- but taken in connection with other 
signs and symptoms— to be afterwards described— it is easier to believe that 
th'i condition present are rather those of a general nervous character, probab- 
ly hysterical. 

Monocular diplopia has long ago been observed and described by several 
authors and Charcot himself has recently shown how much importance is to 
be attached to this symptom not only in the diagnosis of diseases of the brain 
but also of hysterical affections. 

Duret lately sent a communication to the Academy in which he ascribes a 
central origin to a monocular diplopia present in a man who had received a 
severe injury to the head. Not the slightest ocular lesion could be made out. 
According to the author this fact proves that the double vision had its origin 
in the left hemisphere and that it resulted from a disassociation of function 
between the two hemispheres. 

But whether or not the primarii cause of the symptom be correctly locateti 
in the brain the phenomenon, says Dr. Galezowski, has its apparent seat 
within the eye and is certtiinly due to spasm of accommodation, j)roducing 
a functional myopia and a secondary diplopia. Many years ago GalezowsKi 
demonstrated that in certain nervous, hysterical individuals tlieie is occasion- 
ally produced an accommodative spasm ^ving rise to the above Hientioneii 
form of myopia. The following cases are certainly of great interest. 

Case I.— Mjvlam S., a3t88,presentel herself complaining of a visual trouble 
which she had had for more than two years. She was very nervous and the 
subject for several years of decided hysterical seizures. Last July noticed that 
the whole of her left side was insensible, just as if she were paralvzed. In 
addition to this the left leg and arm became affected by a sort of nervous 
tremor which was most pronoimce 1 on attempting to execute any movement. 

}t r^ Sur la diplopia moyioadairey (TorigitK ciribralc on hf/st'riqne. Recudl d~ 
ophtcUmologie, Mars, 1892. 
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There is imperfect vision in the left eye but although there is a considerable 
concentric limitation of the visual tield no lesion of fundus or media can be 
demonstrated. Finally the diplopia is most pronounced when the patient fix- 
es an object. Ry means of colored glasses it is clearly proved that the dip- 
lopia is monocular and that it affects the left eye only. The right eye is nor- 
mal. This diplopia was accompanied by a spasmodic myopia and when by 
the aid of a— 2.D lens the error was corrected the diplopia disappeared. 
Putting the eye under atropine for a month the double vision entirely vanish- 
ed. 

Case II. — Madam X., aged 35, has complete anaesthesia of both legs as far 
as the knees so that she fills in trying to walk. Also does not see well in 
either eye. In this case there is a monocular diplopia in both eyes with con- 
centric limitation of the field of vision. Although she is really emmetropic a 
spun<m8 myopia has developed on both sides due to hysterical spasm of the 
muscle of accommodation. The two images are, in each case, 10 cm apart 
at 1 meter and 25 an apart at 2 meters. A — 4.D lens before the right eye 
restored single vision. Havincr, in the presence of M. Huchard and his assist- 
ants, instilled a single drop of atropine into the left eye the diplopia at once 
disappeared and the field of vision became normal. On the contrary in the 
right eye where no atropine was used the monocular diplopia still persists and 
the visual field continues to be restricted. 

Case III.— M. H , more than 60 years of age, under treatment for a right 
hemichorea and an amblyopia of the right eye. He is a chronic alchoholic 
and has been subject to attacks of the former malady tor several years but 
did not notice the ocular trouble until four or five months ago. An ophthal- 
moscopic examination showed the right eye to be free of any lesion but there 
is monocular diplopia and a concentric limitation of the visual field. The 
right sided diplopia is accompanied by myopic spasms. 

What, the writer asks, is the true character, the mechanism of these visual 
phenomena? Is there any relation whatever between the myopia (that ap- 
pears in these nervous individuals to come on quite accidentally not only in 
emmetropic but even in hypermetropic eyes) and the monocular double vision ? 

Ualezowski then states that answers to these questions are funiisheil by the 
experiment made in Case II, where after the instillation of atropine into one 
eye theconstricteil field (reduced to 10° about the fixation point) on that side 
became almost immediately normal, the miopia disappeared and single vision 
returned while the abnormal symptoms continueil in the nonatropinized eye. 
The constricted field, he thinks, is the result of arterial spasm which spasm 
disappears under the influence of the atrophia. As for the origin of the ac- 
commodative spasm that is to be found in the cerebral centers whence are 
given ofl'the third pair of nerves and the great sympathetic. The diplopia 
is due secondarily to the spasmodic contraction of the ciliar}' muscle followed 
by a marked myopia; a double image is projected upon the retinal screen 
and monocular diplopia results. Remove the myop:a by means of glassses 
or atropine and the double vision disappears. [Will readers of the Annals 
having access to cases of this character try this simple experiment and report 
the result to us ?] 

Dr. I. Mitvalsky gives some very practical hints^ as to the local application 

'Die Anwendung der grauen Salbe als locales Heilungsmittel bei parenchy- 
matOser Keratitis und bii Hornhautti-ubUngen. Centrally, ftirpki. Augcfiheil' 
kunde. Feb. 1892. 
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,T. 11*: '^ j*-j-ttr taaft Hr> f«rpr^«* -ijv ♦i-':'*«r*T-^i ' -^ it* n:> csai ircocat'«-fi 
;s. ♦;*^- >^ JBrfBsn:^t'^« «)< tci^ fr/r*ea F:r»c -*ac : in::. - 'A ZiJt <£*cs» can 

aiyl '#:rt.^>c* K*jr** y»r i/yCa^ 'ifirftCi'iCL :* a-w^ij* >*» rftan v»b sm> proper '-ocal 

r/.a^*-, Tii> 1* *£* war in whkrc h^jC atj-.''«A^i*r:* art an«l tivj mar «::h pro- 

!• w-*>r ^>*e r»'a>ii.fj#-red, tf*w*^#'r. 'hft: i v*^ .^.-...^o .-•^f ;XiVn of rbeert- ball, 
tffrj*! ^-•^i ;n 'hi* war. j» n.<.^re .:ke*T u? >a»i to i=.l*ii;iiLi::"G of the sciera and 
•f^- 'It^'p^rr ^r-u^nn^of the ere — iri*. ciMarr \v^y, e^c. — :ban if ihe disease 
J* Uifi Ur ;t* xv^wkl chnwtc. crw^pinr crtrrse. 

In ! ^Kf *t*<3r jiid place the disease may be socnetinie? cm <^hort in its earir 
^i^pf hr hnu^nz about rapid and tmmeiiiate ab«4>q)don of the inflammatory 
prr^loT't* thrrxi^ the comeaJ Irmpb stream*. 

Y(*r theM? purpf*«*e« we ma«t have a remedy «trofio> enoogh indeed, bat one 
that wjii not irritate t^jo moch the stroctores fobjected to its operation. The 
remedial a|r<nt may be employed either in fluid form or used as an ointment 
applied with maft*age. 

As the n^alt of «*ercral years of experiment MitvaUky beUeves he has 
foand the bet^t combination with » hich to bring abont the end in new. The 
pare angu bydrarg. is too irritating, he thinks, and makes too def^ an im- 
preft^ion on the delicate conjanctira and cornea and is too thidt for ready ab- 
»^jrption. Made thinner and prepared according to the following formula it 
has actefl well in bis hands: 

Ungt. hrdrarg l.O 

Fluid Vaseline 2.0 

Lanoline . . . 1.0. 

Well mixed this makes a soft, almost flnid application and leaves little to 
be desired. It readily applies itself to the bulb, is not washed off by the tears 
and can easily be nibbed in by the massage movements ot the lid over the 
glo^je. For these reasons it is probably more quickly absorbed than thicker 
and stronger ointments. 

Blue ointment acts variously according to the condition of the cornea under 
treatment. Its most marked effeds are seen in the eariiest sUiges of the inJUtra- 
tUm period. When isolated spots begin to form in the dear cornea and be- 
fore they coalesce and invade all it quadrants is the time to attack them with 
this salve. It often hnppens that this ends the battle; the disease does not go 
on to new- vessel formation but remains in tiatn quo. 

Later on, however, when the period of congestion sets in, when the cor- 
nea becomes vascular, when there is tenderness on pressure and especially if 
the (inestion of ciliary involvement arises and there is photophobia with frontal 
hemlflche, the ointment is contra-indicated. Indted it may be laid dovn f s a 
rule that irlten ot^ilar congestion with its accomjninying symptoms is presefU in 
a marked degree the oitdmetU shotdd be useil uith great catdion or not at all. 

Among the most interesting experiments of Mitvalsky are those where hav- 
ing found a syphilitic keratitis far advanced in one eye and just beginning in 
the other he forbade any additional treatment of the case except local mas- 
sage with the ointment. The disease in Uie second eye f*twr went further titan 
this first sUif/e. Similarly, a' so. it ha^^ b •♦-n his experience that of two eyes — 
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one treated and the other not treated by the blue ointment— the former al- 
ways escaped with less permanent haziness than the other . 
PfiThis treatment of parenchymatous keratitis in the vascular stage is, afi be- 
tore stated, a doubtful proceeding. Sometimes it acted very nicely and seem- 
ed to cut the process short, in other instances it appeared to aggravate it 

As soon, however, as the vascularization had reached its iiighest point and 
and began to decrease a steady and persistent use of the ointment was always 
attended by the happiest results and finally the cornea became quite clear or 
only the faintest haze remained. Of a hundred cases of parenchymatous ke- 
ratitis treated in the Prag klinik under Prof. SchObl and comparing the old 
methods of treatment with the above Mitvalsky claims thai by means of the 
latter the duration of this troublesome and very chronic disease was lessened 
from one-half to one-third and that in many instances after a 8-4 weeks ti*eat- 
ment the patient was dismissed cured. With the massage the general treat- 
ment, dieting, atropine, etc., may be ordered as usual. 

Further, the writer believes, as the result of his observations, that used in 
conjunction with massage the the combination gives the best results when one 
desires to dear up any opacity of the cornea. On account of its mild character 
it may be employed daily and may bo rubbed in for almost an indefinite num- 
ber of minutes. 

The attention of our readers is called to a useful procedure for 
the relief of ectropion infantum described by Kenneth Scott.* After speak- 
ing of tne common cause (purulent conjunctivitis) of this condition and of the 
uselessness of bandaging the replaced lids he advocates the following plan 
for overcoming the abnormality : Cleanse eyebrow and both palpebral sur- 
faces. Place a spatula under the lid to be operated upon and with a half 
curved needle armed with a thick silver- wire suture pass it from the eyebrow 
downwards in the substance of the lid emerging on the free margin between 
cilia and conjunctiva; enter needle again on the lid margin at a point about 
4 mm distant from point of emergenc and pass it upwards in the substance of 
the lid parallel to the first part of the suture and bring it out on the eyebrows 
4 mm from first point of entrance. No traction should be made on the eyelid 
now. but it should be seen, simply, that the piece of silver wire exposed on 
the edge is closely fitted against it; then fasten the free ends of the suture by 
twisting them together over a small piece of India rubber or cat gut. Mould 
the eyelid into its proper shape by bending the silver wire in the lid over the 
surface of the spatula. Two sutures may be thus employed but often one, 
placed at the center of the lid, is sufficient. The wire should be left in situ 
for at least six days when it is easily removed by snipping through the ex- 
posed piece on the edge of the lid and then pulling out the twisted ends with 
lorceps. 

Frequent bathing with antiseptic lotions after dusting with iodoform pow- 
der is all the local dressing required. 

The operation may be done without chloroform and in nine cases operated 
on by the author only one relapsed, owinsr to a too early removal of a suture. 
Thii procedure leaves behind it no cicatrical traces. 

" c 

'Operative treatment of infantile Ectropion. Ophthalmic Review April, 1^92 
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Xr/ri'>^ FROM AMEKICAX AND ENGLLSH OPHTHALMIC 

J(>rRXAI>?. 
Bv B. E. Fryer, M. D^ 

KA-'C'tAS riTT, MO. 

A SIX PLE METHOD OF TKEATIXG M\Xr CA-jE^ OF L.\CURTXAL OBSfKrCTIOX. 

Dk. (rr/)RGK. M. (joi'LD. ( A'ciT i'orX* Mtdictd JtHirnaX^ June 4. Id9i), gives 
hU method a» follows: -Firhi ♦'inpty the *^e and canaiknili by dexterous 
prensure, and clean.'^e the e\e and palpebral p«K:kets of tbU unhealthy material, 
(wftter, mucoid and punilent.) Then cast the patients^ head back and to ooe 
Hide, or have him lie sf> that a lea.-^puonful of liquid will be held in the depres- 
iiion farnie<l by the none, orbital border and superior maxilla. Irlll this space 
with a solution of boric acid, and with the little linger again empty the sac 
and canaliculi by pro^^ure, and then as slowly lessening the pressure, allow 
thew* ftpaces to refill, by suction and capillary attraction, with the solution un- 
der which the puncta are submerged. Again in half a minute empty the 
canaliculi and sac by pre**8ure, but this time beginning the pressure from the 
canthns towards the nose and downward, so as to force the antiseptic solu- 
tion downward into the duct. These emptyings and refillings ol the sac may 
be repeated several times and as often as desirable to meet the indications 
of the case. It will be usually found that the sac will soon become healthy, 
and that pressure upon it will not cause regurgitation of morbid material 
through the puncta.^' 

The solution which Gould usts is composed as follows: **To the ounce of 
distilleil water; of boric acid, ten grains; common salt three grains; chloride 
<»f zinc one grain— all deeply tinted with pyoctanin— blue, and doubly tilter- 
eil alter long standing. ^^ 

Oould adds: *»A certain number of cases will not yield to this treatment. 
Tlii^re is t<K> great 8ten«»»ls or spasmodic contraction of the muscular sphincter 
of the punctum, etc., so that the cleansing solution cannot be forced into the 
t*Mc and duct. In such cases I am accustomed to insert one sharp point of 
llu; iris scissors Into the punctum and snip it open one eighth of an inch, per- 
jHMnlloularly downward toward the conjunctival fold. This gives a larger 
uiK-ning for the indrawnl of the solution.^' 

tfould states that he is astonished to see how rapidly cases recover under 
this simple treatment, that formerly would have seemed to demand slitting of 
ihe canaliculus and probings." 



TEMFOKAKY BUN1>NESS DUIUNO LACTATION. 

1). E. NktilE8IIII% (Jioyal Lo?i(lofi OpfUfialmic Heports, Vol. xiv, part 2,), 
gives four cases of blindness during lactalion. All recovered normal vision. 
The second wuse, however, had failure of sight again after the birth of a second 
child and after this second failure, vision was permanently reduced to j^^,. In 
lliis case syphilis was strongly siispecteil, and post neuritic atrophy became 
appaivni." 

A CASK OF TUMOR IN EACH OUIUT; DEATH; NECKOPSY IS KEPOKTEU. 

E. I'KEACHEU CoixiNS, {^Uoijiil lA>mion Ophthalmic Hospital Heports, Vol. 
xiv, pait 2). The chai*acitr of the tumor was Lymphoma. Collins says ot 
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his case, which was in a child of If years: **lt presents several points of in- 
terest. First, the presence of separate tumors in the two orbits. Second, the 
absence of any general symptoms until a short time before death, while most 
of the organs of the body had deposits in them. Third, the extensive masses 
of growth in the abdomen around those vessels which go to form the umbili- 
cal cord. Fourth, the absence of any enlargement of the lymphatic glands in 
the external parts, such as neck, axilla and groins, and the extensive involve- 
ment of those in the abdomen and thorax." 

Collins refers to a paper by Gayet **Sur les tumeurs symetriques des deux 
orbites et leur caract^re symptomatiqne," which related case of a man, 70 
years of age, who had lymphomata in each orbit. Gayet also collected four 
similar cases which were reported respectively by Otto Becker and 1. Arnold, 
I^ber, Ostenwald and Raymond. **In Leber's and Osterwald's cases there was 
found to be a large increase in the number of the white corpuscles of the 
blood. Leber's case exhibited symptoms of growths in the liver, spleen and 
kidney. In Osterwald's a post-mortem examination was made and tumors 
of the dura mater, brain pleura and medullary tissue of bone, etc., were dis- 
covered. In Gayet's own case the post-mortem examination was incomplete, 
but from the nature of the pleural lesions and the way in which the patient 
succumbed, he infers that there was a similar generalization of the dis<'ase. 
Becker and Raymond's cases were operated on apparently successfully. Beck- 
er took the tumors to be hypertrophied lachrymal glands and removed them. 
Two years later there had been no recurrence." 

Collins also quoted a case exhibited by M. Silcock at the Ophthalmologicai 
Society, June, 1888. It was in a girl, 9 years of age, and there were tumor."* in 
both orbits which were partially removed and proved to be round-celled carci- 
noma. The operation for removal was done May 24, 1888. ** After this the eyes 
contmueil gradually to be more proptosed. The left cornea ulcerated and the 
eye suppurated. It was excised on August 10, 1888, for the relief of pain. Her 
general health continued good, and no secondary growths were observed up to 
the time of her discharge from hospital. Dec.7, 1888. On October 11, 1891, Dr. 
Backnell writes: *»I have seen Eliza G., to-day ; her general health is good, 
very much improved to what it was when I first saw her, she is fairly rosy, 
fat and growing well, and not so morose as she was. The remaining eye is 
protruded from the socket, so that the lids when closed do not cover the eye- 
ball by perhaps one-eighth of an inch." 



PROFOUND AFFECTION OF THE EYES IN A CASE OF PERNICIOUS ANEMIA. 

Dr. Elizabeth Sargent, (-ffwapp'* Archives of Ophthalmology, Vol. xxi. 
No. 1,) gives an acccount of a case of the above disease and the lesions in the 
eyes and elsewhere, both macroscopically and microscopically. Referring to 
a paper on the pathology of pernicious fever by Dr. I. P. Crozen GriflBth and 
Charles W. Burr, of Philadelphia, read at the Congress of American Physi- 
cians in Washington, 1891, Dr. Sargent states: 

**Dr. GriflBth and Burr examined the viscera of patients dying of various 
diseases, particularly those connected with fonns of anemia. The results ot 
their observations perfectly agree with those of Hunter, and show that al- 
though small quantities of iron, without special arrangement occur in the 
liver in other forms of anemia, pernicious anemia is distinguished by the 
presence of enormous quantities of iron deposited in the hepatic in a cl arac- 
teristic manner." 
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**Following one of the methods Ihey had employed, I tried the effect of 
solutions of potassium ferro-cyanideand hydrochloric acid upon sections of the 
liver, kidney and the eye, from the case 1 had been studying. The specimens 
were taken out of alcohol, well washed in water, placed in a strong solution 
of potassium ferro-cyanide for fifteen minutes, tlien left in a 2 per cent, so- 
lution of hydrochloric acid the same length of time, after which they were de- 
hydrated and mounted in balsam in the usual way. Sections of I ver treated 
in this way exhibit the prussian-blue reaction, and when examined microscop- 
ically show the presence of blue granules in the outer and middle zones of the 
hepatic cells, the inner zone remaining free — in unison with the verification 
of Hunter's observations by Drs. Griffith and Burr. Sections of the kidney 
show scanty deposits of iron here and there in the tissue of the kidney, not in 
tubules; but the greater portion is entirely free from coloration. In contrast 
to the reaction mentioned above, sections of the liver from a patient of Dr. 
Ikloutgomery and \i. M. Sherman, of this city, who died of carcinoma of the 
dmnlenum associated with extreme anemia, show no prussian-blue reaction 
whi'U t«*^ted with the above reagent. Microscopically, the cells around the 
central veins are tound to be occupied by a dark brown pigment, while only a 
few blue granules are seen scattered about without definite arrangement. 
As regards the sections of the eye in my case, it was noticed that after sub- 
jecting them to the reagents, a strip of the retina two millimeters long, just 
beyond the large hemorrhage, was intensely colored and the rest of the retina 
np to the opposite end being more faintly stained here and there. The other 
parts of the eye were free from coloration. Microscopically the deeply stain- 
ed strip shows the retina in the situation of a diffuse blue hue, with intensely 
blue granules of large size, con*esponding to the large yellow pigment gran- 
ules found in the same place in sections stained with alum-carmine. Scatter- 
ed about sparsely through the rest of the retina are the same blue, previously 
yellow, granules, proving them to be deposits of iron. Within the bounds of 
the large hemorrhage there is no staining at all; this fact, together with the 
good state ot preservation of the blood corpuscles would go to show this 
hemorrhage of very i*ecent date. Finally there is no staining of the diffuse 
masses of dark, yellowish brown pigment." 



Dr. John Herbekt Claiborne, {N. Y, Med, Jonnidl, June 25, 1992,) 
makes the following summary with regard to the axis of astigmatism. 

1 . In Simp/p Hf/pero/)ie A^iqmaiUm in a Single eye — Positions of 
preference are 90°, 105°, 135°, 75°, 45°. Rarely horizontal. * 

2. In Simple Mifopic AMigniatinn in a Single Eye, — The axis in the 
large majority of cases is horizontal. The deviation is likely to be 15° from 
the horizontal on one side or the other, i. c, the axis will be 165° or 15°. Its 
realm includes 30° or J of } of the circle, and the axis included in this realm 
—180°, 15°, 165° are the axis of preference. The axis 90° occurs excep- 
tionally. 

The statements ma<le with regard to hyperopic obtain in compound hyper- 
opie astigmatism,* and the axis of compound myopia are the axis of simple 
a-Jtigmatism. The rules in regard to hyperopic and myopic meridia hold 
when mixed astigmatism occurs. 



Digitized by 



Google 



HARDIE, OTOLOGICAL NOTES. 201 



NOTES FROM OTOLOGICAL LITERATURE. 
By T. Melvjlle Hardie, B. A., M. D. 

PROFKSSOB OF LABTN'GOLOGT AND RHINOLOGT, POST-OARDUATK MKDICAL SCHOOL OF CHICAGO. 

OPENING OF THE MASTOID PROCESS IN CASES OF ACUTE OTITIS MEDIA FOLLOW- 
ING THE GRIPPE. 

The frequency of middle ear inflammation in the course of the 
last two epidemics of grippe is a sufficient excuse, if one were needed for 
reference to Politzer's admirable paper in the May 1892, number of the Anrmh 
da mcd. de Voreilhy, etc. 

Experience has demonstrated that in the majority of cas-es the abscess in 
influenza developes in the mastoid processes of the pneumatic as opposed to 
the diploetic type. None of course can occur in compact-bone processes. In 
the mastoiditis of influenza the abscess is most generally found in the super- 
ficial cells of that part of the process which is situated below the mastoid an- 
tnim. It is of great importance to remember this because of the ease with 
which operative procedures may be undertaken by the non-speciaiist. If the 
general practitioner is in a city in which special advice can be procured, by 
all means let it be had, but if that is impossible there should be no hesitation 
on the part ot any mtelligent man in doing what will obviate very serious pos- 
fiible consequences. The symptoms ot mastoiditis are pretty well known and 
we have space for the following only: Abundant otorrhoea with depression 
of the postero-supenor wall of the external auditory canal, severe pain on 
pressure over the process, continued nervous excitability. If these are ob- 
served in an otitis media which has lasted for several weeks the diagnosis of 
mastoid abscess may confidently be made. 

The facts that resolution with the absorption of the pus is very unusual in 
•cases following the grippe and that destructive caries is very frequent are to 
be remembered when considering the treatment advised. This will varj' 
with the duration of the trouble. Within the first few days if pain is acute 
and no perforation has taken place paracentesis is to be performed. I'he 
mastoid inflammation is to be combatted with ice bag or Leiter coil. This is 
usually successful. When, however, the otitis has lasted eight or ten days 
without perforation of Mt. we have probably to do with a mastoid abscess 
and opening of the mastoid will be requii-ed in addition to paracentesis. 

Politzer gives one practical hint in connection with the use of the Leiter ap- 
paratus, viz: that su long as it is well borne by the patient, we can be sure 
that the mastoid inflammation still persists; when on the other hand it must 
be taken oflf" resolution is probable. Benefit is also derived from the daily 
lavage of tympanum with a weak antiseptic solution through catheter. This 
treatment usually suffices. If however, alter three or four days of this treat- 
ment pain, fever and discharge persist, opening of the apophysis is indicated. 

For the beneflt of those for whom this is specially written it may be well to 
-describe the operation briefly. 

Anesthesia. Shave and scrub the mastoid region. Vertical incision (slight- 
ly concave forward) i an behind the insertion of the' auricle and 4 or 6 cm. 
long, down to the bone. Elevate the periosteum. An'est bleeding with tarn- 
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pon of sublimate gauze or with artery forceps, where neoessary. The gouge 
is obliquely applied f -1 cm behind and below the external auditory meatus and 
a superficial fragment removed. Occasionally it is necessary to go to the 
depth of U cm. In influenza the abscess in these cells rarely communicates 
with the antrum. Curette the abscess cavity, wash with weak sublimate so- 
lution, take one or two sutures when necessary and dress antiseptically. 



Hessler says truly (Ueber extra durale Abscesse Nach Otitis, Arcfnv, /. 
Ohrenhk^ 33 ii,) that the study of brain affections complicating diseases of 
the ear is the best worked chapter in ear treatment of to-day. He has not 
given us anything very new In his carefully constructed paper but a brief ab- 
stract is none the less important. Extra-dural a •scesses occur as frequently 
on one side of the head as on the other. In the mnjority, about 80 percent., they 
are secondary, in the remainder no fistulous opening between the middle ear 
and the abscess can be made out (primary). Hessler^s investigations as their 
most frequent situation cori-ects some statements made by Barker and de 
Rossi. 

He found the fistula on postenor surface of the petrous bone 25 times* 
Over tegmen tympani, . . 6 •* 

Elsewhere or not mentioned in the description, 9 '* 

Barker asserts that their most likely situation is over the roof of the middle 
ear or vicinity of the sinus and deRos»i would look for the pus in the sigmoid 
sulcus. 

Recovei*y by operation resulted in about | of the cases. Death supervening 
in the other } through abscess of the brain, meningitis and phlebitis. 

In the primary cases the abscess was found 6 times on posterior surface of 
the petrous bone, twice on the anterior and over tegmen tympani. 25 per 
cent, recovered as result of operation, 'J'he clinical symptoms are so various- 
that the diagnosis of extra-dural abscess must be made from general meningi- 
tis purulenta sinus phlebitis and abscess of the brain by exclusion. The first 
is rapidly fatal. Phlebitis of the sinus is characterized by pyemic and metas- 
tatic symptoms. In abscess pressure symptoms are prominent. Operative 
interference is of course necessary and the chisel is we think rightly preferred 
to the trephine. 

Our notice ot recent aural surgery would be even more incomplete than it 
necessarily is without reference to the treatment of persistent suppuration of 
the middle ear by excision of the membrana tympani and auditory ossicles. 
A typical contribution to the subject among many recent ones is that of Kein- 
hard (Beitrag zur Hammer-ambos excision ; Archiv, /. ohretihk, 33, ii.) He 
performed the operation in 30 cases, in 7 of which the mastoid was involved. 
In 16 of the remaining 23 the hammer and incus were both excised, in 8 the- 
hammer only. Cure resulted in 15 out of the 23 cases. For 8 days after the 
operation the ear should be irrigated with a weak antiseptic solution. The 
patient should remain in bed for a day or two. In his 30 cases he never ob-^ 
served giddiness, paralysis of facial nerve or other unfavorable symptoms. 
They do, however, occasionally occur. The operation should be performed 
under illumination from electric forehead light, and in ordinary cases through 
the external auditory meatus rather than by the operation of Stacke, (^rc^ttv 
f, Ohrenheilk, xxxi, S. 201.) 
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NOTES FROM LARYNGOLOGICAL A:ND RHINOLOGICAL 

LITERATURE. 



f By M. D. Lederman, M. D., 



BURGEON TO THB KOSE AND THROAT DEPARTMENT OF THE TORE V ILLS HOSPITAL FOR DISEASES OF 

WOMEN AND CHILDREN ; CLINICAL ASSISTANT TO THE THROAT DEPARTMENT OF 

THB MANHATTAN ETB AND EAR HOSPITAL, ETC., NEW TORE. 

DIPHTHERITIC PARALYSIS. 

Adolf Baginsky, Berlin, the author, records three types of this sequela, 
observed in thirty cases of this aflfection. 

(1.) Early appearance and paralysis ot the palate, often combined with 
neuritis. (2.) Paralysis later on, and this without marked sepsis or gangrene. 
Here paralysis of diaphragm is most dangerous. This form is characterized 
by complete aphonia, cough dyspncea, thoracic respiration and complicating 
broncho-pneumonia or sudden asphyxia. (3) Of great importance during 
course may be only weak pulae ; sometimes affection of heart ; precordial pain ; 
weak sounds of heart with quickening great swelling of the kidney often takes 
place, and is very fatal. Different forms are illustrated by cases. 



SOME practical CONSIDERATIONS ON CROUP. 

Verstracten, considers that the two affections, diphtheria and croup, 
are only varieties of one and the same disorder. He divides the thera- 
peutics under two heads, prophylactic and curative. He advises isolation of 
sick children and those that live where there is diphtheria. Disinfection of 
the surroundings is to be performed. A general tonic treatment is advised. 
Locally, applications of five per cent, aqueous solution (rendered slightly al- 
coholic) of phenic acid are to be made. If the affliction extends to the 
larynx, tracheotomy is called for. 



diphtheritic croup at the age of 60 YEARS. 

F. E. Waxham, Chicago. The patient was a female, attacked with diph- 
theria. The observer was called to perform intubation for the great dyspnoea. 
As soon as the tube was introduced, respiration was at once arrested, mem- 
brane having been pushed down in front of the tube. The. tube was with 
drawn, and an expulsive cough expelled a membranous cast of the trachea. 
Breathing became normal and patient remained comfortable. The tube was 
not reintroduced. Four days later the patient died from pulmonary ob- 
struction. 



case of rhinoscleroma— typhus exanthematicus, (disappearance of 
the rhinosclerum infiltration.) 
LuBUNOER, (Warsaw). The patient, thirty-five years old, with rhino- 
scleroma ot the left side of the nose. A piece of the neoplasm was extirpated 
with the cold wire, and the diagnosis confirmed by microscopical examina- 
tion. Some days after the operation the patient developed typhus. Six 
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weeks after the cure of the diseate the oaaal infiltrfttioa cKaappearcd. Also In 
eafies of Iapc» aikS gnmmatft absorpdoo of the neopUsma was observed cior- 
hkg inrer-cnrrent acute infoctioos clMeai>efi. 



VrXO-fiAKCOXATA OF THE K09E. 

RenvHOLD. (WQrzbarg), Two cases reported; both females. 1. Girt 
a^ed sixteen jear.^, bad a solid red tumor in the left naris. Extirpatioa of 
the growth was effected after incision of the nose and teinporarj resection 
of the left nasal bone. Care resulted. Mkro«copical eKaminati*>n rerealed 
the diagnmii^ of a myxo-sarcoma. No recurrence. 2. Girl, twenty-three 
years old, had a pale red tomor on the left side of the septom. £3Ltirpatkm by 
the cold wire was followed by a core. No reeorrence. The microscope show- 
ed it to be a myxo-sarcoma. 

K ASAL POLTPCS. 

W. Spencer Watsojt, (London). The case reported was that of a girl, 
aged seventeen, who for two years had been the subject of nasal polypos, 
whil;h hang from the left nostril into the naso-pharynx, and could be seen be- 
hind the ovula. 



case of riiinouth. 
JkiHirrERS, (Liege.) A large calculus had existed for several months in a 
woman of forty years of age, and had produced a malformation of the nose, 
swelling in the region of the right maxillary sinus, with discharge of very 
foetid pus, and aphalalgia of the same side. The calculus was extracted in 
two portions. 

COMPLETE occlusion OF THE NASO-PHARYNGEAL CAVITT. 

WoDON. The occlusion in this case was the result of cicatrices after 
ByphiUtic ulcerations. 

THE DISEASES OF THE SO-CALLED BURSA PHARYNGEA. 

CniARi, ( Wien) . In three thousand patients the author has found only eight 
cases of the disease. Patients usually complained of nasal obstruction, or col- 
lection of mucus In the naso-pharjnx. After the mucus was removed, slight 
ulcerations or fUrrows could be found, these were touched with nitrate of silver 
and they readily healed. In some cases extirpation of adenoid vegetations 
cured the oases. 



ADENOID VEGETATIONS. 

Wroblewsky, (Warsaw). In 160 cases of persons deaf and dumb, the 
observer states that he found 57.5 per cent, had adenoid vegetations. 



black TONGUE. 

J. A. Master and J. A. Sicith, (London). Two cases are reported. In 
ODe> the black patch disappeared spontaneously in about three weeks, and in 
Uia other it disappeared in a tew days after the use of a mixture of nitric add 
nnx vomica, and a month wash of lemon juice and water. No cause was 
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CLINICAL NOTES. 



Dislocation of Lens into Anterior Chamber. Extraction with Iri- 
dectomy Recovery. — A man aged fitly years was brought to Presbyterian 
Hospital by Dr. Charles Shaffner (who was not on duty at tnat time), with a 
history of an old traumatic dislocation oi the lens into the anterior chamber, 
which lately had been giving rise to glaucomatous symptoms. The day after 
admission the lens was readily extracted by the writer by introducing a wire 
loop through a broad peripheral incision made in the cornea by a narrow v. 
Graefe knife, the lens being held firmly in position by a stop needle introduced 
through the lower outer corneal quadrant. An irreducible prolapse of the iris 
occurring as the hardened lens was being extruded, was immediately excised, 
and the edges of the coloboma and the incision were carefully dressed. Heal- 
ing was uninterrupted, and normal vision with a correcting lens was regained. 



Unilateral Microphthalmus with Partial Ankyloblepharon.— A 
negro infant of three weeks of age, the first bom child of a mother who was 
addicted to drink, and whose grandmother had died of mammary carcinoma, 
was sent to the writer at the Eye Service at the Presbyterian Ho^tal by Dr. 
William G. Porter. The mother stated she had noticed the want of the right 
eye, and that the lids seemed peooliar since the birth of the child. Upon ex- 
amination it was found that the palpebral fissure was reduced to one-half its 
normal size, and that the outer half was bridged over by a narrow h«7rizontal 
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^oove of skin. The npper Ikl was reduced to % mere fiattened bftiid. The 
ermjnnctiTal socket was extremely shallow, and the smooch shinis^ miMoi]& 
membrane was dragged towards the upper cnl-de-^ac Not a Tcstige of an 
eye coald be M^en. Upon deep and decided palpatkm against the nppef' 1k^« 
a deeplj sitoated globular body coold be determined. A broad esternal can- 
th<»pia.^ty to lengthen the piUpebral slit, followed by a series of indsicns 
through the conjanctf ra to expose the supposed mdim^itary organ showed a 
small irregular white eyeball without the least trace of any corneal mem- 
brane. The fissural opening was much increased in length by the procedure. 
bat the rudimentary and useless eye was soon again lost to view. 

CHARLE0 A. Outer, 3L D., Philadelphia. 



COSOEIOTAL OBftTHUCnoif OF KASAL DUCT, FOLLOWED BT ACCTE 
DACKTOCYSTmS. 

Oct. K>th, 1891, Mrs. P. was delivered of a healthy female child, inani 
tially normal labor. While the nurse was washing the baby she called my at- 
tention to a small ovoid tumor in the region of the right lachrymal sac. No 
special attention was given to it that night, but in the morning I examined it 
more closely. The sac was tense and elastic ; the skin red and hot and the 
cellular tissue surrounding sac involved in the inflammation. Gentle pressure 
brought no discharge from the punctum. I ordered iced pads, changed every 
10 minutes. The next morning the general condition was but little changed, 
except a slight diminution of the swelling and redness in the tissues surround- 
ing the sac, but on pressure over the sac a considerable amount of pus was dis- 
charged from the punctum and the sac well emptied. Iced pads were continu- 
ed and the sac kept empty by frequent expression. The phlegmonous charac- 
ter quickly disappeared and the case resolved itself into a simple purulent ca- 
tarrhal inflammation of the sac. Finding no improvement for several days, 
after this period was reached— on the eighth day, I slit up the inferior canalic- 
ulus and incised the sac freely — for three or four days I S3rnnged out the sac 
with a saturated solution of boracic acid in water, until all symptoms of acute 
Inflammation had subsided. I then carefully searched for the outlet of the sac 
and found an occlusion at the entrance to lachrymal duct; this gave way quite 
easily and a number 3 Bowman probe was passed on two successive days. 
After this the contents of sac was easily evacuated into nose, and in a few days 
normal function was restored and has since continued. 

What the nature of the obstruction was I do not know. I felt nothing like 
a calculus, and as there was no tendency to return after once passing the probe 
it was not a stricture. There was no history of syphilis, and aside from this 
condition no appearance of infection of the eye. The conjunctival sac and its 
contents remained entirely free f\:om any sign of involvement. 

I am led to report this case simply from the time of its occurrence, the child 
having apparently been bom with acute dacryocystitis. 

E. B. Patterson, M. D., Michigamme, Mich. 



Dr. Gould, of Philadelphia, recently had an interesting case of a high 
degree of compound hyperopic astigmatism in a young person with almost 
perfect acuteness of vision after accurate correction. 

The patient was a girl of 18, without many or severe reflex symptoms, 
with paralyzed accommodation. She was able to recognize the large letter of 



Digitized by 



Google 



MISCELLANY. 207 

the card at about a foot from the eye =24^. With the following combination 
she conld with either eye read fg easily and a number of letters in the |8 line: 

R.-hSph. 8.00 D. O+Cyl. 2.50 D. ax. 80.° 

L.+Sph. 8.00 D. C+Cyl. 2.25 D. ax. 100.° 

There was no heterophoria worth considering and the eye ground presented 
na note worthy peculiarity. 



ACUTE RHINITia 

For sometime the writer has been in the habit of using a spray, 
composed of 

Cocaine (alkaloid) . . . gr. x 

Menthol . . . . gr. x 

Benzoinol . . . . Si 

in the treatment of this affection with excellent results. Finding, how- 
ever, that the pleasant, cool sensation, and easy respiration through 
the nose, resulting from the spray was not of long duration he decided 
to increase the strength of the solution. This was done and >vith the 
addition of camphor to the solution, succeeded in getting better results. 
The camphor has added materially to the efficacy of the spray. In con- 
junction with the menthol it gives that pleasant coolness, which is such 
a relief to the patient suffering from an acute corjrza, and in whom the 
mucous membrane and the turbinated tissue are m the state of conges- 
tion. It also aids in allaying the hypersecretion while the cocaine 
depletes the capillary blood vessels, and produces the comfortable 
anesthesia. The benzoinol being such a bland, unirritating oil, assists 
materially in allaying the inflammation. It is an elegant basis for any 
of our nasal or laryngeal combinations. The solution of 
Cocaine (alkaloid), . . . gr. xx 

Menthol camphor, . . . gr. xx 

Benzoinol, . . . . Ji 

is of such specific gravity that it can be sprayed with an ordinary hand 
atomiser, or better still, with the special atomizer that is made especial- 
ly for the benzoinol compounds. 

M. D. Lederman, M. D., New York. 

1029 Park Avr. 



INFLUENCE OF INTRA-NASAL OBSTKUCTION ON THE GENERAL HEALTH. 

Spencer Watson, {Tlie Lancet^ No. x. Vol. L, 1892), describes the varieties 
of stenosis as (1) Partial, (2) Complete, (3) Tenipurary, (4j Permanent He 
gives the various symptoms caused by obstruction to the accessory sinuses 
and does not regard hay-asthma as a simple intra-nasal disease. 

He concludes by saying that if suitable treatment be directed against stenosis 
we may in young children prevent convulsions, deformity of the chest with its 
concomitant evils, and in some cases even prevent death from marasmus; 2 
that in youth and early life by relieving stenosis we may prevent permanent 
deformity of the chest, deafness, impairment of speech and even of the mental 
faculties. 3 that in adult life we may prevent and in some cases cure by re- 
lieving nasal stenosis, asthania, spasmodic cough bronchitis with its compli- 
cations, and various mental disturbances. 
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DR. JOHN S. STEWART. 

Born Nov. 19, 1864 in Allegheny Co., Pa.; died April 11, 1892 of 
pulmonary tuberculosis, in Philadelphia, Pa. 

Dr. Stewart was educated at the Western University and at the 
Medico-Chirugical College of Philadelphia, graduating at the latter in- 
stitution in 1885, with the highest honors of his class. His health had 
already begun to show impairment, partially due perhaps to his severe 
devotion to study during his medical course, so that after his gradua- 
tion he took a long sea voyage. Neither this, nor other trips to the 
Western States, however served to stay the progress of pulmonary dis- 
ease, whose existence, however, was suspected only by a few intimate 
friends, so averse was he to consideration of himself or to medical 
treatment. Had he been more solicitous of self he might doubtless be 
amongst us to-day by acting upon the modern scientific conclusion 
that tuberculosis of the lungs is with certain conditions and. reserva- 
tions a curable disease. 

Dr. Stewart was an excellent and successful physician, the author of 
a fine textbook, and a number of papers upon his special branch of 
study — ^the eye. He continued deeply interested in his work up to two 
weeks before his death, and only consented to leave his office when 
high fever was rapidly burning out his life. There was about his 
character and manner a combination of manliness and true gentleman- 
liness — a modest strength, and an almost ideal purity of personal life 
that brought to him the confidence and love of all who were associated 
with him either as patient, friend or co-worker. G. M. G. 
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A HAND LAMP.: 

By H. V. WiJRDEMANN, M. D.. 

OF XILWAUKKE. 

One of the inconveniences in attending eye, ear or throat patients at their 
home is the difficulty of obtaining proper illumination. Where the patient is 
confined to bed this is particularly marked. Several years ago I saw a hand 
lamp used in the Fuch's eye clinic of the Vienna General Hospital which was 
probably the Vienna model of the one designed by Priestly Smith. 

1 have been using a modification of the same, made by Tiemann & Co., of 
New York, with much satisfaction. I am aware that there are a number of 
the Vienna lamps in this country but as far as I can ascertain such a portable 
illuminator is not in general use. There is nothing of the kind shown in any 
of the catalogues of the American surgical instrument makers. Such an in- 
strument seems to me to be so necessary to the armamentarium of every 
specialist that I have no hesitation in biinging it before the profession. 

.\ II / / 



Fig.3. 



Tint 



The lamp is six inches high by two and three fourths in diameter. It has 
a condenser of two inches focus for general examination and one of one inch 
for oblique illumination, etc. It has two attachments ; either or both of which 
may be had with the instrument. In the one a wax candle, which is self 
feeding (see Fig. 3), and in ihe olher ]^etio]ei m oil is burnt. Either gives a 
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brilliant and steady light ; the lamp-can, to my mind, giving more satisfiactaon. 
If closed by the plug it will not leak and may be safely carried iu any position 
in the pocket or satchel. Such a portable illuminator does away with the 
trouble and danger attending the use of the ordinary house lamp or candle 
at the bedside. 

806 Ohand Avenue. 



FOR SALE. 



OFFICE FURNITURE AND PRACTICE 

OF 

OCULIST AND AURIST. 

A RARE CHANCE FOR A GOOD MAN. 

For particulars, address 

"Oculist," 
Care Dr. Jambs P. Parker, 

Kansas City, Mo. 

Peroxide Hydrogen. 

(15 VOLUMES.) 

Do not be deceived by the ndvertisenients of manufacturers who claim to be the ONLY 
makers of Pure Peroxide Hydrogen, and QntjOTt exorbitant priren. Our reputation as 
chemical manufacturers is well known to leading physicians througrhout the country, as 
second to none. We excel in purity of our products Our Peroxide Hydrogen is no ex- 
ception ; it is carefully prepared for medicinal use^ guaranteed to he fi unperior article in 



every respect, and unsurpanned by any brand m the market, while our price is low. All 
druggists can supply our Pure Peroxide Hydrogen. Try a bottle and you 
Always specify *^MallinckrodVH" or **M. t\ W." and get the best. 



8end for pamphlet giving valuable information and formulse for the use of our Perox- 
ide Hydrogen. 

MALLINCKRODT CHEMICAL WORKS. 

ST. LOUIS ANI) NEW TORK. 



^Optical Jobbing. > 



^ Quick Time, Careful Work, Low Prices. 

^^^^ ^.^ ^^^^^ Complete Test Cases, 
\ ^^^^^^/^\^^^^^^ $47-^0' Loring Ophihal- ^ 
^^^/W^ ^^^^^^ moscope, >i3.50. Steel Y 
A OOPYRIOHT. Frames, 15 to 30c. each. A 

^ Spherical Lenses, 25 cts. per pair. Cylinders, ^5 cts. ^ 
^ per pair. Sphero-Cylinders, 50 cts. per pair (all 
beveled). Catalogue Free. 

I QUEEN & CO., 



loio Chestnut St., Philadelphia, Pa. 
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SPECIAL NOTICE-REMOVAL. 



The ANXALS OF OPHTHALMOLOGY AND 
O'YOl^OGY has been REMOVED from Kansas City to 
ST. LOUIS, MO, 

The ANNALS will be improved and will continue to 
maintain a high standard^ as no other than a professional 
interest is fostered. 

Assurance is given that the ANNALS will continually be 
chosen by the leading Specialists on both sides of the Allan- 
tic for the presentation af meritorious contributions. 

The ANNALS t^ not a Journal for Specialists only, 
but a special Journal for the general Surgeon and Physi- 
cian who aspires to the highest attainable advancement. 

Subscriptions are now being received for 1892 and 1893, 
{volumes 1. and IL). All the numbers of volume /., (1892) 
will be furnished to new subscribers at half price, i. e., those 
who remit $S.OO will receive the ANNALS for 1892 and 
1893. The supply of back numbers is limited, therefore it 
is necessary to subscribe early in order to secure the 1892 
volume complete. 

New subscribers mil please advise the Editor if all 
numbers of volume 7(1892) have not been received. 

Address all communications to the Editor 

Dr. JAJlfES P. PARKER, 
P. 0. fiOZ 405 

ST. LOUIS, MO. 
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TO CONTRIBUTORS. 



Communications are invited from all parts of the taorld. 

Authors who purpose favoring the Annals of Ophthalmology 
AND Otology with contributions are requested to observe the following : 

1. In accepting an article for publication under the head of 
"Original Communications" it is done with the understanding that 
it is to De contributed to the Annals exclusively, and that copies or ab- 
stracts of the same have not been and will not be published in any 
other journal. 

2. Writing must be distinct and plain, and especially all proper 
names, (If possible a manuscript should be type-written.) 

3. Proofs will be furnished authors for correction and revision, but 
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NECESSITY FOR REMOVAL OF PTERYGIA BEFORE OP- 
ERATIONS REQUIRING CORNEAL INCISION. 

By H. V. WlJRDEMANN, M. D., 



OF XILWAURKE. 



That the existence of pterygium is an unfavorable circumstance to 
the success of cataract extraction is a recognized fact. Noyes and • 
others say that 4t is advisable to remove a pterygium before operating 
if it be of any size.* Yet as we read along in the text-books no refer- 
ence is found of this factor being an element of danger in other opera- 
tions on the eyeball as iridectomy. In the declining stage, when thin 
and non-vascular, the pterygium may not especially be the abode -of 
suppurative micro-organisms, yet we know that when thickened and 
progressive the growth is full of germs and is a possible source of in- 
fection for any corneal wound. Still a late text-book says : It is con- 
ceivable that the most suitable way of dealing with an extreme case 
would be to perform iridectomy downward and outward, and the re- 
moval of the grmvth would be optional,^ but I have never seen such a con- 
dition. "(1) Ryerson has lately reported (2)a case of pterygium growing 
over the pirpil in which iridectomy was done with great benefit but the 
pterygia were not removed. As for myself, I consider that the danger 
of infection is too great in these cases to warrant iridectomy or any 
other operation necessitating incision into the cornea, without first dis- 
posing of the pterygium, be it large or small. It is my custom to re- 
move these growths before proceeding to the major operation as I can 
not afford to run any risk of corneal suppuration. The accompanying 



1 Italics mine. 
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figures are faithful representations of a ease in which the pterygia were 
developed to an unusual extent and which illustrates the advisability of 
the policy I have advocated. 



Fig. 2. 

Fig. 1. 
Mrs. Z. German, set. 60, came to me on account of inflammation and 
intense pain in the right eye. She had pterygia on both eyes for many 
years which about five years ago had grown across the pupils, but since 
that time had been stationary. Three months before an attempt at 
« iridectomy had been made on the right eye, followed by ulceration of 
the corneal wound and iritis. She then went to see Dr. Philler of 
Waukesha who referred her to me for treatment. On examination I 
found the right eye sightless, from swelling of the pterygium, opacity of 
the cornea and occlusion of the pupil. She had considerable pain from 
the iritis and there was a muco-purulent discharge from the swollen 
pterygium. The lower lid was turned in and the lashes rubbed on the 
eyeball. This was occasioned by pressure from a compress bandage 
which had been worn for three months. As this condition remained 
after the iritis had been subdued by treatment I did the Snellen su- 
ture operation, restoring the lid and lashes to the normal position. 
The growth on this eye was then considerably reduced in size. (Fig. 1.) 
In the left eye the vision was not sufficient for the counting of fingers 
at any distance, thus the patient was in a deplorable condition. The 
corneal portion of the pterygium was thin, long and slender, extending 
across the pupillary space almost to the temporal limbus, (Fig. 2.) 
The patient informed me that previous to the attempt at operation before 
mentioned, the vision of the right eye was about the same as in the 
left. I removed both pterygia by excising them with a rhomboidal 
portion of the conjunctiva ; remo\'ing the attachments, covering the 
bared space by sliding flaps of conjunctiva and carefully suturing the 
caruncle in place. I found the head and neck of each pterygium but 
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superficially attached to the anterior epithelium and easily torn away. 
No retraction of the caruncles followed. I afterwards made an outward 
iridectomy on the right eye, which disclosed a cataractous lens, and a 
downward and outward iridectomy on the left. A light attack of iritis 
followed in the right eye and the new pupil soon filled up with lymph. 
In the left the resulting vision with plus 5.00 cyl. 180°, was w. 
With plus 3.00 added the patient is enabled to sew, and read large 
print. I have before noticed that considerable irregular astigmatism 
follows the operation for pterygium if the tumor has encroached any 
distance upon the cornea. This is clearly demonstrable by the ophthal- 
mometer. I wish here to repeat a point brought up by a late paper, (3) 
"that the periphery of the cornea is the seat of considerable irregular 
astigmatism and that the resultant vision to be gained by an operation 
for artificial pupil is proportional to the degree of peripheric decentra- 
tion of the new pupil." 

805 Ghand Aybnub. 
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OBJECTIVE STRABISMOMETRY BY THE KERATOSCOPIC 
ARC OF DE WECKER AND MASSELON. 

By F. B. Eaton, M. D., 

PROF. OPHTHAIJfOLOOT AND OTOLOGY MEDICAL DKPT. UNIVRRSITT OF THB 8TATB OF OKKGOK, 

PORTLAND, OREGON. 

Recent ophthalmic literature has contained several articles on ob- 
jective strabismometry, and prominent among them are the ones from 
the pen of Priestly Smith* and E. Maddox^ To the former belongs 
the credit of having described a method of determining deviations of 
the eyes as well as the fixation-power, by observing the reflected image 
of the ophthalmoscopic mirror during the routine examination ynih 
that instrument for ametropia, condition of the media, fiindus, etc. 
Thus an approximate test is made of the muscular apparatus, and the 
practical usefulness of the method is apparent. When, however, an 
accurate measurement of the deviation in concomitant or other forms 
of strabismus is desired, and this is always of importance where an 
operation is to be done, or its result recorded, the same author measures, 
such deviation by the distance along a graduated tape, fixed at one 
end to the ophthalmoscope, which his disengaged hand used as a fixa- 
tion object, is moved in order to bring the mirror-image of the deviat- 
ing eye to the center of the pupil. He admits that : "This method 
has the disadvantage, if it be one, of requiring the patient to fix an 
object at a distance of one metre instead of across the room, under 
which condition the angle of the deviation may in some cases be mod- 
ified by the accommodative act. 

It is obvious also that since the positio*^ of the measuring tape does 
not exactly correspond with the arc of a circle round the deviating 
eye, the angular measurements will not be absolutely precise ; but if 
the observer remember to keep both his hands as nearly as may be at 
the same distance from the patient's face, no important error will 
arise." 

Dr. Maddox in his later article, after stating that it has been point- 
ed out "that Priestly Smith's method presupposes concomitancy, and 
therefore is not suitable in testuig the operative effect after squint op- 
erations since concomitancy does not then exist," goes on to assert that 
this difficulty is easily overcome by telling the patient to keep follow- 
ing the surgeon's hand with his face as well as his eye. The difficulty 

^Ophthal. Rev., vol. vii., p. 349, 1888, and vol. xi., Feb.. 1892. 
^Edinburgh Med. Jour., Jan., 1892. Archives of Ophth., Jan., 1892. 
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of securing such cooperation on the part of some patients must, I 
think, count as still another disadvantage of the method. 

But Dr. Maddox's method seems to me open to precisely the same 
objections as those noted above, while it is far less handy ; at the same 
time it demands of the patient still more cooperation. 

"On the wall is a horizontal board with a candle in the center, and 
marked to the right and left therefrom in meter-angles, degrees, or 
both for a distance of one meter. The figures to the right are black, 
and those to the left red. A string one meter long is fixed by one end 
to the center of the board. The patient is placed opposite the candle 
at the distance of one meter, the string being raised to measure the dis- 
tance, and then being allowed to drop. Children are made to stand upon 
a chair. First, while the patient is told to look at the candle, the ob- 
server places his own head a little lower than the imaginary line from 
the candle to the patient*8 squinting eye, but in the same vertical plane 
with it, so as to look into the said eye from the distance of about a 
foot. At once the amount of squint is roughly guessed by the position, 
the neglected image of the candle occupies on the cornea. The sound 
eye is then covered to let the squinting one look at the candle ; while 
it does this the position of the corneal image is carefully noted. Now 
the best eye is again uncovered and the patient is told to look at the 
number on the board which we have guessed at as probably being 
the measure of the squint. If the guess be right the corneal image 
will now occupy the same position on the squinting eye that it did 
when the best eye was covered, and the squinting eye was fixing the 
flame ; should the guess be short of the mark, he is told to look at the 
next figure, or the next still, or should it be over the mark, he is di- 
rected to a figure less. The figure settled on gives at once the measure 
of the squint in its primary deviation. 

To test for concomitancy, the patient's head should be rotated 20° or 
30° to the right, and then to the left, and the squint be measured in 
each of these positions." 

The above method, it may be remarked, is essentially but a modifi- 
cation of another method of Hirschberg, which differs mainly from 
that of Dr. Maddox in that "the patient holds a red glass over the 
good eye and fixes it on a candle at zero ; another flame appears some- 
where else in the field and its position on the wall designates the angle 
of the squint." ' (The line on the wall being marked to the right and 
left of the candle with angles.) Inasmuch as in many cases of squint, 
diplopia cannot be produced, the method as above employed is not an 
objective one. 

Of all methods, the one universally recognized as superior to all 
others is the perimeter-method as being obviously the most correct, but 

* Diseases of the Eyes, Noyes, 1890, p. 168, 
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it is not in routine use because it is too slow, and is somewhat difficult, 
particularly with children. But the use of the ordinary perimeter is 
tedious at all times, and not portable, hence the small portable instru- 
ment introduced by Schweigger, has practically superseded the large 
ones, at least in routine examination of the field of vision. Now, theo- 
retically speaking, if we could conveniently employ the lighted taper 
with Schweigger*s perimeter, or some movable object along its arc, we 
would have the ideal clinical strabismometer. Precisely such an in- 
strument is at the oculist's disposal and has been used by me for about 
five years, and I do not think I exaggerate at all when I assert that 
it combines all the advantages of the methods above described, with 
none of their disadvantages, while it is more truly objective and ar 
curate, as well as rapid.* It is the keratoscopic arc designed by de 
Wecker and his chief of clinic Dr. Masselon, and is thus described :' 

'*A blackened arc of 15 centimetres radius having at its center as 
well as its extremities (60° from the center,) a small white disk 2 J 
centimeters in diameter (See cut.) A band of blackened card-board is 



placed along the inner surface of the arc. This band is movable and 
slides in a groove so as to follow the concavity of the arc. At the 
center of the band is fixed a white disc 25 millimeters in diameter, in 
the top of which is a notch ; near each end of the band is fixed a white 
disc similar to the central disc, and placed at such a distance from it 
that their outer borders correspond to an arc of 70° from the center 
of the central disc. Finally, on the body of the instrument, at a dis- 
tance of 6 centimeters from its axis (represented by the knobbed rod 
14i centimeters long intended to be placed against the lower border of 
the orbit of the eye to be examined,) there is on each side a socket for 
the reception of the stem of a small plane mirror. A second socket, 
nearer the axis by 1 centimeter, may have to be used when the patient's 
eyes are less far apart, as in children. 

"When we wish to measure the strabismic deviation of an eye, the 
keratoscopic arc is placed before the eye, the rod resting against the 
lower orbital border at a point corresponding to the middle of the 

' Can be obtaiDed from E. Meyrowitz, N. Y. 

*De Weckes et Masselon. L'arc keratoscopique, son emploi comme kerat- 
oconometre pupillometre et strabometre (Beaue dinique (Tocultsiique,''' t. iv. p. 
201.) 
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palpebral opening, instructing the patient, whose back is turned to a 
well-lighted window, to fix, with the sound eye, an object in the dis- 
tance (behind him), looking straight into the little mirror which is 
placed at the proper angle for the purpose. The handle of the instru- 
ment may be committed to the patient, the fixedness of the arc being 
assured by the point of rest of the rod. Besides, a few oscillations 
have little importance, since the patient always fixes the same point in 
the mirror which will undergo the same displacement as the arc." 

Then the band of card-board is moved (by the rack and pinion, Tr.) 
while observing the reflections on the cornea of the squinted eye, of 
the three discs through the notch in the middle one. The reflection of 
the central disc should be made to occupy the center of the cornea by 
the displacement of the band. The number of degrees of the arc cor- 
responding to this position will indicate the deviation of the strabismic 
eye. 

The cornea having a certain breadth, there is some difliculty in 
placing the reflection of the disc so that it shall be exactly at the center 
of that membrane. What is easy when points are near together be- 
comes uncertain when we have to do with a space of 1 1 or 12 milli- 
metres, which is the ordinary diameter of the cornea. It is to facilitate 
this centering, that we have the two white discs near the ends of the 
card-board band ; these discs should each form an image near the 
limbus of the cornea when the image of the central disc is reflected ex. 
actly from the center of the cornea. 

In a case of divergent strabismus, we observe all three of the reflec- 
tions at the same time. But if the strabismus is convergent, the eye 
being turned toward the nose, one of the two lateral discs affords no 
image ; nevertheless in such a case, the centering will be assured 
thanks to the indications furnished by the other lateral image. 

What we have obtained is only, of course, the measure of the appar- 
ent strabismus ; it is necessary to now measure the extent of the angle 
gamma to add it if the squint is convergent, and subtract it if it is di- 
vergent (assuming that this angle is positive.) 

The angle gamma is measured in the same manner as the strabismic 
deviation. The patient fixes with the eye examined, a point situated 
in the direction of the center of the instrument. A colored disc 5 
millimeters in diameter which is found on the back of tho little mirror 
which is reversed and placed in the middle socket, (central), fiilfiUs 
perfectly the office of a point of aim. The band with itsthree white discs 
is then moved while their reflections are observed through the central 
notch, until those of the lateral discs are seen reflected at an equal 
distance from each lateral border of the cornea. The reflection of the 
central discs then corresponds very exactly to the center of the cornea. 
It remains only to read upon the arc the displacment in degrees of the 
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band, to have the angle gamma, which is determined on the healthy 
eye when the vision of the squinted eye is too imperfect. Knowing 
thus the angle gamma, which is positive if the band has had to be dis- 
placed inwards, it is easy to pass from the apparent to the real stra- 
bismus. 

Usually so exact a measurement is not necessal-y. So we content 
our:?elves habitually with a much more simple procedure which gives a 
sufficient approximation in the majority of cases." 

Instead of seeking to place the reflection of the central disc exactly 
at the center of the cornea, we bring it to the center of the pupil, 
which we know, does not correspond exactly to the middle of the 
cornea, but a little inwards from it, on the side where the visual line 
passes. 

When the pupillary center is taken as a point of view, we do not 
have to consider the images formed by the lateral discs, and we accom- 
plish easily our object by reason of the generally moderate size of the 
pupil, which, besides, is observed at a short distance, since the arc has 
a radius of only 15 centimeters, which facilitates the centering. 

"The deviation of a strabismic eye being thus measured by the po- 
sition occupied, not by the corneal («nter, but by the center of the 
pupil, we neglect the angle gamma, the result being then little different 
from that which we would have obtained if we had proceeded more 
strictly." 

The writer can corroborate all the statements of the inventors from 
actual experience with the instrument, it being accurate, rapid and 
easy of application. Its value has been especially appreciated after 
tenotomies where the passive position of the operated eye has been 
desired in order to give a prognosis as to the necessity or not of further 
operative correction. Furthermore in facultative divergent strabis- 
mus, it has afforded important information as to the extent of the ac- 
tual amount of squint in relation to the loss of dynamic power of the 
externus. 

I may state that in addition to its usefulness as a strabismometer 
this instrument is also a keratoconometer. By a simple procedure, 
with the aid of two additional and movable discs, the proper hyper- 
bolic lens can be quickly selected for the correction of conical cornea. 

In conclusion I must, however, state that except in extreme and 
hopeless cases of amblyopia from old strabismus, I believe the method 
of Dr. Geo. T. Stevens of New York, of provoking diplopia by patient, 
persevering effort in all cases of what he correctly terms heterotropia 
(strabismus in contradistinction to so-called insufficiency,) and meas- 
uring the static amount of such deviation as well as its dynamic va- 
riations,* to be the true and scientific method, however its practical 
application may be restricted by its difficulties and the unwillingness 
of some patients to submit to the necessary tests. 

^ Archives of Ophthal. vols, xvi, xvii, xviii and xix. 
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UNUSUAL FORM OF POLYPOID TUMOR OF 
CONJUNCTIVA. 

By James L. Minor, M. D., 

MRMPHIS, TRNlf. 

Polypoid tumors of the conjunctiva are not exceptionally rare, and 
yet I have seen none so large and known of none resembling the one 
reported below. 

• Springing from the caruncle, as they usually do, it presented the 
appearance of an ordinary polypus ; but in the history of repeated at- 
tacks of inflammation of the mass, with considerable swelling from ac- 
cummulation of purulent material in the body of the tumor, it differed 
in its behavior from the ordinary polypus ; and when, on its removal, 
communication was found to exist between a small pus cavity in the 
body of the polypus and the lachrymal duct, it was found to differ ma- 
terially from currently reported cases of polypus of the conjunctiva. 

H. S. aet. 7. Consulted me Sept. 14, 1891, concerning a small growth, 
springing from the caruncle ef the right eye, and extending beyond the fissure 
of the lids so as to lie in front of the lower one. 



It was first noticed in July, 1891, and has gradually increased in size up to 
the present time ; though on two occasions temporary accessions to its size 
arose from inflammatory attacks and formation of pus in the body of the tu- 
mor, when spontaneous escape of pus allowed the tumor to subside to nearly 
its former condition. The body of the tumor was about the size of an English 
pea ; its pedicle one-fourth that size and half an inch in length. Under the in- 
fluence of cocaine the growth was snipped off flush with the caruncle. Slight 
hemorrhage followed. The next day the parts looked nearly well. At the 
center of the spot from which th^ pedicle had been removed, was a minute 
opening large enough to admit a No. 1 Theobald probe, which passed readily 
to the lachrymal duct; and pressure of the duct caused a scanty escape of 
glairy mucous from the opening. The parts were touched with blue stone ; 
a boric acid wash was used, and in a few days the child returned cured. The 
center of the body of the tumor contained a small amount of pus, and a min- 
ute canal thence throughout the pedicle was traced. 

Microscopic examination showed the growth to be granulation tissue. 

A recent letter concerning this patient, informs me of a slight return of the 
growth. 
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THE LOCALIZING VALUE OF SOME AFFECTIONS OF 
THE EYE IN CEREBRAL DISEASE. 

By Archibald Percival, M. A., M. B., B. S., Camb., 

OPHTHALMIC SUBOKON TO THB GHlLDHfN'S HOSPITAL, NEWCASTLB-ON-TTHK, 
KKOLAMD. 

( Continued from Page 170. ) 

CROSSED amblyopia. 

Some few cases have been recorded in which the eye on the side op- 
posite to that of the cerebral lesion has been almost blind with extreme 
contraction of the field, while the other eye was affected to a much 
smaller degree. 

Some years ago, I saw a case that seemed to be one of this descrip- 
tion, but I regret to say the patient's vision was not properly examined. 
Post-mortem — ^there was extensive softening over the left side of the 
brain, involving the angular gyrus. The cause of this crossed ambly- 
opia has oft;en been ascribed to a lesion in the angular gyrus, in which 
situation some have imagined a higher visual centre for the opposite 
eve. Ferrier and Yeo*s experiments have been quoted in support of 
this view. They found that after extirpation of the angular gyrus this 
symptom occurred, but it should be noted that it was only transitory, 
and that in similar experiments made by Brown and Thompson, no 
such loss of sight followed the operation. 

Conclusions based on experiments on lower animab are liable to 
many sources of error. The visual tests demand that the animal's in- 
telligence be unimpaired, and a condition of mind-blindness, or general 
failure of the higher mental faculties, may be easily mistaken for real 
loss of vision. When it is remembered how much further the field of 
vision extends to the temporal side than to the nasal, it will be under- 
stood how easily hemianopia may be interpreted as amblyopia of the 
eye that has lost the temporal half of its visual field. Some observers 
(Nuel) find that, in order to produce a permanent effect, the destruc- 
tion of the angular gyrus must involve tne deeper parts, and that then 
the defect is of the hemianopic type. Obviously in these cases the optic 
radiations are implicated. 

Now, there is reason to believe that both right 'and left visual areas 
are connected with the left angular gyrus (vide infra); but the evidence 
points to the. equal representation in this situation, at any rate of the 
central field oi vision, of each eye. Further, lesions in this situation 
are very rarely accompanied by crossed amblyopia ; and, lastly, the 
clinical characters of the affection seem to be peculiar — they resemble 
more those of optic atrophy. The peripheral contraction of the field, 
the more or less complete retention of the central vision, the disturbance 
of the color sense, would suggest a lesion in the optic nerves or 
chiasma. 
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DIAGRAM TO ILLUSTRATE THE COURSE OF THE VISUAL IMPULSES 
FROM THE RETINA TO THE CORTEX.* 

{Oblique Seciion,) 

The ishadtd sectors indicate the right initial field of each eye, correspond- 
ing to the left half of each retina, 

2 he III. nerve is represented as arising from its micleus in the floor of 
the CLquedxui of Sylvius passing thraugh the pons and enierging at 
the inner border of the crus. 

* Fide Annals of Ophthalmology and Otology, p. 167, July, 1892. 
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Crossed amblyopia in connection with hemiana^stliesia' of the same 
side has been found in lesions of the posterior part of the internal caj)- 
sule (Miiller, Bernhardt, Pitres). In all these cases there was also 
peripheral contraction of the field of the eye on the same side as the 
le.'^ion, and in many cases the central vision of the opposite eye was but 
little atiected. 

I am far from being able to offer a satisfactory explanation of this 
phenomenon, but I would suggest that in all these cases a careful exam- 
mation of the condition of the third ventricle be made. 

The floor of the third ventricle in front of the diverging crura de- 
scxinds to form the funnel-shaped opening of the infundibulum. On 
the anterior wall of this funnel there is a pronounced ridge, an inver- 
sion, in fact, due to the presence of the optic chiasma that lies just 
below. A sort of pocket or recess is thus formed in front of this 
chiasma. 

It is possible that a lesion of the third ventricle involving this recess 
may be found in these cases. The pressure on the optic nerves and the 
anterior part of the chiasma might explain the amblyopia. There is 
abundant pathological evidence to show that the macular fibres (i e,, 
those concerned in central vision) occupy the axial part of the optic 
nerves. The maintenance of central vision, in some of these cases, 
mi:^ht, therefore, be explained ; its abolition would only occur with 
pressure sufficient t > destroy the conductivity of even the central parts 
of the nerve. This hypothesis does not, however, explain why one optic 
nerve should be more affected than the other. It is, however, a point 
worth examining, I think, and, as far as I know, has not been investi- 
gated or even sugirested to explain this anomaloas symptom. Since 
the pupillary reflex to light appears to depend chiefly on macular fibres, 
the maintenance of this reaction would not be antagonistic to this hy- 
pothesis unless the amaurosis was complete. Thts.^ cases require very 
careful investigation, both during life and after death ; indeed, I think 
it is not improbable that many that have been described a.« cases of 
crossed amblym)ia would be found to present rather the symptoms of 
hemianopia. It should be noted that patient-* with loss of half of their 
visual field, almost invariably complain of blindness in the correspond- 
ing eye. An examination of the field with the perimeter reveals the 
true condition. 

For those who do not possess a perimeter, I would suggest a very 
simple device for quickly testing the visual field. I^et us suppose the 
field of the right eye is to be examined ; the patient is told to close his 
left eye with his hand, and the surgeon closes his own right eye in a 
similar way with his right hand. He then takes a piece of white pa})er 
in his left hand, and, standing at a distance of eighteen or twenty 
inches from the patient, directs him to look fixedly at his lefl eye, and 
to tell him the moment he sees the white ])aper come into view as it is 

* It is possible, as Gowers suojgests in criticising the term retinal hyperaesthe- 
sia, that there is a communication between the centres of the second and fiftli 
nerves, so that an excitation of the centre of the fifth may alter the sensibility 
of that for vision. The amblyopia arising from dental irritation of the fifth 
nerve and the photophobia attending most corneal ulcel^s might be cited as 
bearing on this suggestion. If this assumption can be made, the amblyopia 
in these cases may have a direct relation to the hemiansesthesia in these cases 
of aflfections of the posterior part of the internal capsule. 
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moved about in the median vertical plane between them. It will be 
found that a normal individual can see the paper when held at arm's 
lentrth on the temporal side, but on the nasal side the object must be 
brought much nearer, e. (7., nine or ten inches. The adva,ntages of this 
method are two-fold: 1st, the surgeon is constantly watching the pa- 
tient's eye, and can note the moment he ceases to fix properly ; 2nd, 
the surgeon is taking his own field of vision at the same time as the 
patient's, and can note any discrepancy that there is between them 
with the greatest readiness. On the assumption that his own field is 
normal iu extent, this is practically all that is wanted for a first rough 
test. 

If any discrepancy be found, it is most desirable that a thorough 
perimetric examination should be at once made. It is hardly necessary 
to point out that in all cases of scotoma or amblyopia a careful exami- 
nation of the eye itself should be made before concluding that the de- 
fect of sight has a retro-ocular source or any localizing value in cere- 
bral affections. 

MIND BLINDNESS AND WORD BLINDNESS. 

8wanzy records a case of mind blindness, associated with left hemia- 
chromatopia oi five months duration. The patient complained that he 
could not recognize even his most intimate friends until they spoke, 
though he could see them distinctly. There was no word blinaness. 
The lesion must have been on the right side of the hemisphere, but 
there had been no opportunity for discovering its site at the time of 
publication. 

Word blindness, or inability to read, seems to have been associated 
with right hemianopia in many cases ; there is only one record of this 
complication occurring with left hemianopia (Borel). There is strong 
evidence for regarding the left angular gyrus as the seat of the visud 
word centre. 

M. Sjr.eux has reported a ease this year (^1892) in which the visual word 
centre was destroyed. The patient could neither read nor write, but had no 
symptoms of mind blindness or hemianopia. Post-mortem a small patch of 
sofceuing was found, limited to fclie cortex of the lefc angular gyrus. 

Lost year, M. Dejerine had a similar case, complicated, however, by right 
hemianopia. Post-mortem, a similar patch of softening was found, limited to 
the left angular gyrus and the subjacent optic radiations, which accounted for 
the right hemianopia. 

The recently published case of M. Dejerine is most instructive as to 
the site of the visual word centre and its connections. 

The patient found one morning, in 1887, that he could not read a word or 
even a letter, whether printed or written, though figures still retained their 
significance, and he was able to execute arithmetical calculations, whether in 
his head or on paper, with his usual skill. He was a good musician, but he 
had lost the power of reading from a musical score. He could write with fa- 
cility, both spontaneously and from dictation, but could not read what he had 
written ; nor could he copy from manuscript or book. He had right hemiano- 
pia. There was no aphasia, no loss of intelligence, no hemiplegia. This con- 
dition lasted for four years without any change taking place. Obviously the 
visual area on the right side was intact, and his centre tor visual word memo- 
ry, lor he could express himself in writing with ease, and, of course, his cheir- 
okinaesthetic centre and the commissure connecting these two must have been 
uninjured. Clearly the commissure between the ri^ht visual area and the 
visual word centre was here implicated. On Deceniber 31, 1891, he was sud- 
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denly attacked with pronounced paraphasia and total ag:raphia, without hemi- 
plegia, or loss of consciousness. There was no word deafness. He died on 
January lOtli of this year (1892). At \ht* j^ost-workTn', the right side ot the 
brain presented no luorbid change, but in the left hemisphere were found two 
lesions corresponding to the two attacks. 

There was a yellow atrophic patch, occupying the tip of the occipital lobe, 
the base of the cuneus and the lingual lobule* comprising the posterior part of 
the inferior occipito temporal convolution ; the left optic radiations were also 
atrophied. The right hemianopia is, therefore, explained ; and we maj; re- 
gard the word blindness as due to the implication of the commissural fibres 
passing from the right visual area, by the splenium of the corpus callosum, to 
the left ano^lar gyrus. 1 he lesion w^ould involve these fibres in the latter 
part of their course. 

The more resent lesion consisted in a patch of red softening, occupying the 
inferior parietal lobule, and involvmg the angular gyrus. The whole of the 
frontal lobe was intact. The total a^aphia seems to have been due to the 
destruction of the visual word centre in the lefl angular gyrus. 

OPTIC NEURITIS. 

Optic ieuritis occurs in about four-fiflhs of the cases of cerebral tu- 
mor (Gowers) at some stage in their progress. It may occur early or 
late, it may present the same ophthalmoscopic appearances for months, 
or it may subside within a few weeks, leaving only slight evidence of 
consecutive atrophy. Optic neuritis may occur in tumors in almost any 
part of the brain. At a recent meeting of the Northumberland and 
Durham Medical Society, Dr. Drummond stated that he had never met 
with it in tumors of the pons, and it was certainly absent in the two 
cases of the kind that I had an opportunity of examining during life 
and post-mortem. It may be concluded, therefore, that optic neuritis 
is very frequently absent in .pontine lesions. "Tumors of the medulla> 
below the pons, usually cause death before optic neuritis is developed, 
but Dr. Barlow has met with neuritis in one case where there was a 
small tumor in this region." — (Gowers.) 

My contention then is justified, that optic neuritis has practically no 
localizing value, and the discussion of its causation has no bearing on 
the subject of this paper. 

OPTIC ATROPHY 

This may be either primary, secondary, or consecutive — i, e,, post 
neuritic. Secondary atrophy may be due to compression of the optic 
nerves or the chiasma, and hence may be of some use in regional diag- 
nosis. Secondary atrophy may be distinguished by the fact that the 
loss of sight occurs before the atrophic change in the disc. Some sug- 
gestion as to the site of the lesion may perhaps be given by the inter- 
val of time before the ophthalmoscopic change manifests itself. The 
other forms of atrophy have no localizing significance. 

If the long course of the optic nerve fibres from their origin in the 
occipital cortex to their termination in the retina be considered, it will 
be seen how imperative is the thorough investigation of the visual func- 
tion in all cases of cerebral disease in which such an examination is 
possible. In this connection it is important to remember that negative 
evidence is scarcely less valuable than positive, seeing how largely the 
localization of a cerebral lesion depends on the process of exclusion. 

II— DISTURBANCES OF THE MOTOR APPARATUS OF THE EYEBALL. 

Centres governing the movements of the limbs have been discovered 
and defined with some degree of accuracy in the cortex of the opposite 
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t?erebral hemisphere, but experimental investigations have not been so 
sllece^»sflll in ascertaining any sucli motor areas for the opposite eye. 
The reason of this, no doubt, is that the eyes are so correlated in func- 
tion, in accordance with the recjuirement^ of bin-ocular vision, that one 
eye hardly ever moves in the normal state without a corresponding 
movement of the other. These associated movement^ may have a cor- 
tical representation, but if so it is probably double, and consequently, 
if the area on one side be destroyed, the conjugate movement is carried 
on by that in the other liemisphere. Hence cortical lesions do not en- 
tail loss of movement in the eyes, with the single exce})tion of the later- 
al rangiuLT movements, which, as might be anticipated, are represented 
in each hemisphere. 

In the same way, since both eyelids almost always act together, their 
movements are probably doubly represented in the cortex, hence facial 
palsy of cortical origin leaves the orbicularis palpebrarum practically 
unatfected, so that the eye can be closed. The movements of the lids 
are, however, sometimes dissociated, as in the act of winking, and it 
would appear that this act is excited by an area in the opposite hemis- 
phere, probably to a varying degree in different individuals. Hence 
It is possilde to get some eyelid palsy as the result of a cortical lesion, 
but it is never comj)lete. 
A.— Associated Movements. 

CONJUGATE LATERAL DEVIATION. 

The cortical centre for the ranging movements is still undetermined, 
we know, however, that the area which governs the ranging movements 
to the right is situated in the left hemis})here, so that when this area is 
destroyed or its action inhibited the eyes turn to the left, or as Provost 
expresses it, they look at the cerebral lesion. As to its site Victor 
Horsley gives clinical evidence to show that it occupies the posterior 
third of the middle frontal convolution, and this is borne out by expe- 
riments on the monkey. Wernicke and Grasset, however, regard it as 
situated m the inferior parietal lobule, but the facts they adduce in 
support of this seems inconclusive, as they allow of different interpre- 
tation. This symptom is, however, so frequent, especially in cerebral 
hemorrhage, and at the same time so transient, that it is probably 
rarely a direct symptom, and has, therefore, little localizing value in 
lesions of the cerebral hemisphere. 

I^ittle is known of the course of the nerve fibres from the cortex. 
Obviously in the ranging movement to the left, the efferent impulse 
must pass along the left sixth nerve, and that part of the right third 
nerve that supplies the right internal rectus. Conjugate deviation has 
been observea m lesions of the internal capside, but this cannot be re- 
garded as decisive evidence that the efferent fibres leave the cortex by 
this route. Adamiick has found that stimulaticm of the right anterior 
corpus quadrigeminum in the dog causes a rotation of both eyes to the 
left. Again, clinical evidence in man shows that deAnictive lesions on 
the right side of the pons causes a conjugate deviation to the left. 

It is probable that the efferent fibres for this movement, on leaving 
right cortex, pa^s through or close to right anterior corpus quadrigemi- 
num, and then cross over to the opposite side, and reach the left supe- 
ri or olivary body of the pons, as Gowers suggests. This body is con- 
nected with the nucleus of the sixth on the same side, that lies above it, 
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DIAGRAM TO ILLUSTRATE TliL lOI ivM. OF illE NERVE F1RRJ^:S 

FROM THE CENTRES TIL^T PRESIDE OVER THE 

RANGING MOVEMENTS OF THE EYIi:S. 

The sxiperioi- olire and the VI f. nuclrti.i are .'*lf unfed below tht h r^J of 
the VI. nucleui^. 

A. Moi<t anterior part of III. lUicleii-^ prtKldiufj over the junction of 
aceMmmodation. 

P. The centre for the xphinvter iridic*. 

C. Points to that part of the III, nuflen.^ that innervate.^ interna/ reetnf<j 
and consequent hj rehded t<t the function of convergence. 
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and through it by means of the decussating longitudinal fibres on the 
dorsal surface of the pons, with the nucleus of the third on the op])osite 
side. Should this prove to be correct, an explanation is afForde(l of the 
clinical varieties of conjugate deviation. ( Vide diagram.) 

In destructive lesions, on the right side above the corpora (juadrige- 
mina, the conjugate deviation will be to the right. If the lesion be be- 
low^ the corjwra quadrigemina, there will be conjugate deviation to the 
left. It may be noticed that the conjugate deviation in pontine lesions 
is almost always permanent, and, unlike that due to cerebral lesions, 
may be regarded as a direct symptom. It should be remembered, 
however, that this abnormal position of the eyes may be due to spasm 
of the implicated muscles as well as as to paralysis of their antagonists. 
The clinical varieties may, therefore, be classified in the following way 
(Landouzy): — 

1. A patient who turn*« his eyes (and usually hi*« hpnd also) towards 
the contracted side, is suffering from an irritative lesion of the cerebral 
hemispheres on the opposite side. 

2. One who turns his eyes away from the paralyzed side is suffering 
from a destructive lesion of the cerebrum on the side towards which his 
eyes are directed. 

3. Conjugate deviations toward the paralyzed side indicates a 
destructive lesion of the pons on the opix>site side. 

4. Conjugate deviation away from the contracted side suggests 
an irritative pontine lesion on the side towards which the eyes are 
turnefl. 

Gowers points out that in destructive pontine lesions the symptoms 
vary according as the nucleus of the sixth be involved or not. If the 
lesion be on the right side, and above the nucleus of the sixth, each eve 
can be moved up to the middle line, but no further. If, however, the 
right sixth nucleus be implicated, the external rectus is completely 
paralyzed, so that the right eye is fixed in the position of inward rota- 
tion, while the left eye can be moved up to the mi<ldle line a*^ in the 
previous case. In this condition the facial nerve is usually paralyzed 
as well, owing to the [)roximity of its origin. 

LOSS OF TlIK UPWAHl) OR DOWNWARD MOVEMENT OF TFIE EYES. 

Loss of the Uj)war(l inovejiieiit, together with paraI^^I^ of tlit- levators 
of the lid, has been observed in disease of the posterior part of the third 
nerve nuclei (Kahler and Pick), (rowers record.- a ca<e in which the 
levators were unaffected, and at the autopsy **a very small tumor was 
found in the middle line behind the posterior (luadrigeminal bodies, 
damaging these slightly, the velum, and the adjacent part of the inferi- 
or vermiform process of the cerebellum." Paralysis of both upward 
and downward movements of the eyes, without impairment of the 
lateral movements, is probably due to a lesion in the posterior part of 
the third nuclei ((lowers). 8wanzy says that if this paralysis is atten- 
ded by hemiplegia, the lesion involves the ])yramidal tracts at the level 
of the anterior (|uadrigeminal bodies, the posterior commissure, and the 
neighboring part of the optic thalamus. One case has been recorded in 
which this symptom was complicated by hemianopia, in which, pre- 
sumably, the pulvimir was involved (Lang and Fitzgerald). 
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LOSS OF POWER OF CONVERGENCE AND ACCOMMODATION. 

Convergence is effected by the simultaneous action of the internal 
recti ; andaccouimodation by the ciliary muscles. Both these muscles 
are innervated by the third nerve. There is rea«*on to believe that the 
most anterior part of the third nucleus, at the opening of the aqueduct 
of Sylvius into the third ventricle is associated with three acts, viz., 
accommodation, contraction of the pupil, and convergence, and it L^ 
believed that this order represents the arrangement, from before back- 
wards, of those parts of the nucleus that control these respective func- 
tions. 

Loas of convergence, without imj)airment of the ranging movements, 
is commonly associated with loss of accommodation. I have been una- 
l)lo to find any post-mortem record of the pathological condition where 
this has occurred. The condition appears to be usually transitory, and 
hiL< in the present state of our knowledge little or no localizing value. 

M. Parinaud has met with several eases of this nature. In one case that he 
records, the subject was a child of* 10, with absolute loss of convergence and 
accommodation, though the ranging movements w^ere normal. The pupil 
acted well to light, but not when an attempt was made to excite convergence. 
The onset of the attack (i. e., the diplopia and inability to read) was sudden, 
and was associated with vomiting, and an exaggeration of the previously ex- 
isting headache. However, tlie paralysis passed olf in live days, after a dose 
ot calomel. Four years afterwards t lie child was ao;ain brought to M. Pari- 
naud, on account of certain giddy sensations fi*om which he had been suffering 
for tlie last six months. lie found simple convergence insufficiency, and 
ordered prisms (base in), which were entirely successful in relieving the boy 
of his symptoms. 

I quote this ca<e to emphasize the importance of not forming a hasty 
conclusion in these cases, that there is necessarily a gross structural 
change. The same caution is necessary^ in cases of convergence spasm, 
of which M. Parinaud has also published examples. Loss of accommo- 
dation, without impairment of convergence, is very frequently seen after 
diphtheria from parenchymatous degeneration of those short ciliary 
nerves that supply the ciliary muscle. The pupillary fibres are usually 
but little affected. 

NYSTAGMIC. 

This is said to be especially common in tumors of the cerebellum 
(Gowers) ; but it may arise from so many various conditions that it 
may be regarded as of no h)calizing value. • 
B.— Non-Conjugate. Movements. 

A deviation of one eye downwards and outwards, while its fellow is 
turned upwards and inwards has been observed in some cases of disease 
of the middle cerebellar peduncle ((Jowers.) No explanation has been 
offered of its occurrence, but according to Swanzy it has only" been 
seen as.sociated with lesions in this situation. 

PTOSIS. 

Occasionally j)tosis has been met with in cerebral lesions of the op])o- 
site hemisphere without implication of the other branches of the third. 
It has no localizing value, but it may point to a cortical lesion if it be 
the only focal .symptom.^ It is frecpiently a distant symptom. 



' The hysterical ptosis that is sometimes seen is probablv due to some func- 
tional disturbance of the cortex. 1 have met with one typical case of this kind 
aflecting the left evelid. 
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A slight ptosis on one side may be also due to an affection of the 
sympathetic on the same side, paralyzing the unstriped muscular fibres 
of the lid. The concomitant symptoms of sympathetic paralysis make 
the diagnosis in most cases easy. We usually find contraction of the 
pupil, apparent or real enophthalmos, contraction of the palpebral 
opening, though the lid can be raised, and vascular dilatation on the 
same side of the face. This sympathetic paralysis is said to have been 
found in lesions of the corpus striatum. 

Paralysis of individual ocular muscles has not as yet been met with 
in lesions of the cortex or of the cortico-peduncular tract, as I have 
just said, there seems to be no direct representation in the cortex of one 
hemisphere of the movements of the opposite eye. Hence, in any case 
of paralysis of an ocular nerse,' we may assume that the lesion is either 
situated at its nucleus of orighi, or in some part of its sub-nuclear 
course to the ocular muscle. Sinc*e the nuclei are in such close relation 
with each other, paralysis of a single muscle suggests a sub-nuclear 
lesion. Thus the nucleus of the sixth could scarcely be affected with- 
out involving the seventh also. Indeed the fibres from the facial nu- 
cleus curve round that of the sixth. The ocular nerves may also be 
paralyzed by a growth within the orbit, but in such cases the concomi- 
tant symptoms, e. </., orbital pain, tenderness, exophthalmos, etc., gen- 
erally enable one to form a correct diagnosis. In their course through 
the cavernous sinus it would be almost impossible for one nerve alone 
to be affected, with the exception perhaps of the sixth. The third, 
fourth, and ophthalmic division of the fifth would almost certainly suf- 
fer together. There would usually, if not always, be some cedema, and 
enlargement of the veins about the orbit, as well jis exophthalmos, which 
would enable one to recognize the site of the lesion. Again, in basilar 
lesions, behind the sella turcica, the associated conditions will lead one 
in many cases to localize the exact part of the nerve affected. It 
should be remembered, however, that paralysis of the ocular nerves is 
sometimes a distant (transitory) symptom. 

It is sometimes a difficult matter to determine exactly which of the 
ocular muscles is paralyzed. Very often, however, the peculiar carri- 
age of the head suggests at once the muscle that is at fault. In the 
case, for instance, of paralysis of the right external rectus, the patient 
Is annoyed by the diplopia that is induced unless he turns his eyes 
towards the lefl. In order now to see an object that lies in front of 
him, without the annoyance of these double images,, he turns his head 
towards the right. Similarly with paralysis of the other muscles, the 
patient tends to place his head in that position in which diplopia can 
be avoided. This general law may be stated in the foUowing form: — 

The head assumes a position similar to that which the eye would take 
were the paralyzed muscle to act on it. The sound eye assumes a 
direction similar to that of its paralyzed fellow. 

There is another symptom that is sometimes of service in the diagno- 
sis of incomplete paralysis. It depends on the fact that our knowledge 
of the position of things in space is largely due to the innervation that 
we give to the ocular muscles. A patient, for instance, with paresis of 
the right external rectus will have to make a considerable effort in 

' The occasional paralysis of the levator palpebrte from a cortical lesion has 
bten already noticed. 



Digitized by 



Google 



282 PERCIYAI., CEREBRAL DISEASE. 

order to turn his eye towards the rit^ht. If the left eye be covered, he 
will imagine that an object on his right occupies a more lateral posi- 
tion than it does in reality, and, if asked to touch it, will stretch his 
hand out towards the right of it. This erroneous projection is 
always in the direction of the action of the paralyzed muscle. 
(Gowers.) 

In most cases a careful examination of the movements of the eyes, 
combined with a study of the diplopia in different parts of the field, 
will reveal the various muscles that are at fault. 

If, however, one of the eyes be blind, the diflSculties are immensely 
increased, as the subjective symptoms of diplopia fail to present them- 
selves, and the diagnosis must be made almost entirely from the obser- 
vation of the movements of the eyes. Paralysis of the obliques might 
easily escape detection under such circumstances. It occurs to me, 
however, that it might be recognized by means of the ophthalmoscope. 
Owing to the torsion that ensues if the eye be depressed m fourth nerve 
paralysis, the superior and inferior vertical retinal vessels would be di- 
rected obliquely downwards and inwards. Torsion in the opposite di- 
rection would occur on raising the eyes in paralysis of the inferior 
oblique. 

PARALYSIS OF THE THIRD NERVE. 

The third nerve arises from a nucleus in the floor of the aqueduct of 
Sylvius, below the anterior quadrigeminal bodies. Passing through 
the tegmentum and substantia nigra of the crus it appears at its inner 
border in the iiiten^al between the pasterior cerebral and superior 
cerebellar arteries. It then enters the outer wall of the carvernous 
sinus, and so reaches the sphenoidal fissure. 

Owing to its relation to the crus a lesion in this part often affect** the 
third nerve also, and can be readily recognized by the crossed paralysis 
that ensues. There is hemiplegia on the side opposite to the lesion, 
and third nerve paralysis on the same side as the lesion. In fact this 
combination is pathognomonic of disease in the crus, provided that the 
two affections have appeared simultaneously. 

Complete paralysis of the third nerve can be recognized, almost at a 
glance, by the ptosis, external strabismus, dilatation of the pupil, and 
loss of accommodation that result from it/ This complete paralysis is 
[)robably always due to a basilar lesion. Ranchfuss has observed it in 
a case of aneurism of the left posterior cerebral artery, of the size of a 
pea, that compressed the left third nerve as it passes under that artery. 

Both third nerves might be completely paralyzed by a growth in the 
interpeduncular space. Gowers records a case which he considers to 
be due to a tubercular mass in this situation. There was complete 
paralysis of both third nerves, associated with double optic neuritis and 
weakness in the limbs of both sides. Under tonic treatment, the child 
recovered, so that no post-mortem evidence was obtained. 

The complete paralysis of the third, so common in syphilis, is proba- 
bly due to a basilar lesion, but I have not had an opportunity of ob- 
taining post-mortem evidence of this. Were it in the sphenoidal fis- 
sure, the nasal nerve could not escape, as it lies between its two 
divisions. 

1 There is often slight exophthalmos, due to rdaxation of the ocular muscles 
involved. 
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PARALYSIS OF THE FOURTH NERVE. 

Since the superior oblique rotates the cornea downwards and out- 
wards, if the fourth nerve is paralyzed, the patient, in accordance with 
the general law, carries his head bent downwards and inclined towards 
the sound side, the chin being directed towards the affected side. Di- 
plopia only occurs in the lower portion of the visual field, so that the 
patient usually holds objects that he is examining above him and 
somewhat towards the sound side. 

The fourth nerve is rarely paralyzed alone, it is probably not un- 
frequently affected in basilar meningitis, in association with other 
nerves, though I have never been able to satisfy myself that it was so in 
any case that I have seen. The conditions in such cases are exceedingly 
unfavorable to its detection. This paralysis is said to have occurred in 
tumors in the region of the corpora quadrigemina. In Nieden's case 
there was paralysis of this nerve alone, due to compression of its fibres 
by a cystic degeneration of the pineal gland. 

The fourth nerve arises from a nucleus in the aqueduct of Sylvius, 
just behind that of the third nerve, and scarcely separated from it. 
Its fibres then ascend to the valve of Vienssens, cross over to the opjK)- 
site side, and passing behind the corpora quadrigemina, wind forwards 
and downwards to the outer side of the cms. One would exi)ect, 
therefore, in a limited unilateral lesion of the third and fourth nuclei, 
to meet with paralysis of the third on the same side, and of the fourth 
on the opposite side to the lesion. I believe, however, no such case has 
been as yet recorded. 

PARALYSIS OF THE SIXTH NERVE. 

The sixth nerve arises from the floor of the fourth ventricle, close to 
the seventh nucleus. Emerging at the lower border of the jmns, it 
passes to the notch in the posterior clinoid process, to which it is closily 
fixed by the attachments of the tentorium. It then enters the cavern- 
ous sinus, and, winding round the outer side of the carotid artery, 
passes fonvards in its floor to the sphenoidal fissure. The long and 
singular course of this nerve explains the frequency of its paralysis. 

In a lesion of the pons on the right side conjugate deviation of the 
eyes to the left may be observed, with left hemij)legia. If the lower 
part of the pons be aflected there will be paralysis of the right facial as 
well as of the right sixth nerve with the left hemiplegia. If the fibres 
of the sixth be aflected below the nucleus of origin there will be simply 
internal strabismus, but no conjugate deviation. In one case of cere- 
bellar tumor that I saw there was paralysis of the sixth nerve, due to 
the d()\NTiward pressure of the growth, which ^yas limited above by the 
unyielding tentorium. In fractures of the base of the skull in the 
middle fossa, paralysis of the sixth not unfrequently occurs, though i^r- 
haps not so often as facial paralysis. 

OPHTHALMOPI^GU. 

This term has been applied to a progressive paralysis of the muscles 
of the eyes. 

Ophthalmoplegia interna denotes paralysis of the internal muscles of 
the eye, and is almost certainly due to a progressive degenerative pro- 
cess in the most anterior parts of the two third nuclei, which control 
the function of accommodati(m and the variation in the size of the 
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pupil. If the disease extend backwards, ophthalmoplegia externa is de- 
vel<)i)ed, as the nuclei that govern the movements of the external mas- 
cles of the eye are involved. Not unfrequently the nuclei of other 
nerve?* are affected, especially the seventh and fifth. I\Iore commonly 
this ophthalmoplegia externa is develo|)ed without implication of the 
parts supplied by the ciliary nerves. Heubner states that the anterior 
part of the third nucleus, which governs the intrinsic muscles of the 
eye, has a different vascular supply to that of the posterior part, so that 
some explanation is afforded of this curious partial implication of the 
nucleus. The disease is obviously closely allied to bulbar paralysis and 
anterior poliomyelitis, differing only from them in its seat. 

TllE CONDITION OF THE PUPILS. 

The actual size of the pupils has but little localizing value ; they are 
usually contracted in lesions of the pons, and occasionally in cerebral 
hemorrhage. If the pupils are unecjual, one may be in doubt which is 
the affected pupil and what the cause of the alteration in its size. 

jNIyosis may occur from (1) spasm of the sphincter pupilhe, due to 
irritation of the fibres from the third that supply it ; (2) or it may be 
due to paralysis of the sympathetic fibres that reach their destination 
by way of the Gasserian ganglion, the na«al and long ciliary nerves. 

Mydriasis may occur from i)aralysis of the third nerve fibres, or irri- 
tation of the sympathetic fibres. 

It must be remembered that if one pupil be widely dilated, the other 
will tend to contract, o^ving to the increased amount of light entering 
its fellow. 

The condition of the accommodation is a valuable guide in manv 
difficult cases in deciding whether the third nerve fibres are paralyzed, 
irritated, or intact, as accommodation usually suffers with the pupil. 

A sympathetic lesion, on the other hand, never affects the accommo- 
dation, and it is often associated with other signs suggestive of sympa- 
thetic affection. Mydriasis, slight enlargement of the palpebral open- 
ing, exophthalmos, and pallor on the same side, would point to sympa- 
thetic irritation. The reverse conditions are associated with sympa- 
thetic paralysis. Of course, if only the long ciliary nerves are affected, 
these concomitant affections would be absent. 

Inequality of the pupils may arise from trivial irritations, toothache, 
or migraine, or may be the only indication of a partial paralysis of the 
third nerve, thus it is often seen in basal meningitis. 

Reference has been already made to the course of the nerve fibres 
engaged in the pupillary light reflex, and its value in recognizing optic 
tract lesions. The centre for this reflex ha« been shown to occupy a 
])osition between that governing accommodation and that for conver- 
gence (Hensen and Volckers). The pupil lar}* contraction that accom- 
panies convergence and accommodation can, therefore, be easily ex- 
plaineil. Now in some cases the light reflex is lost, although contrac- 
tion of the pupil still occurs when accommodation and convergence are 
excited. This would suggest a lesion in the afferent fibres, from the 
optic nerve to the centre for the sphincter pupilla?, as a lesion limited 
to this centre alone could not occur. It will be remembered that the 
afferent (optic) fibres wind down in the wall of the third ventricle to 
this centre. Now Moeli has described a case in which just these fibres 
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were involved from a tumor in the anterior part of the third ventricle. 
The optic nerves and third nucleus were intact, and during life it was 
observed that the light reflex was absent without disturbance of 
vision. 

Loss of the light reflex is one of the most constant symptoms of locomotor 
ataxy, and this case would lead one to look for some change in the same situa- 
tion (E. Berger). An atrophy of the afferent fibres, similar to that which so 
commonly affects the visual part of the optic nerve, might easily occur and 
escape detection without careful microscopic examination, and it is quite pos- 
sible that the part engaged in the pupillary reflex is even more prone to this 
affection than the visual part of the optic nerve. 

In conclusion, let me acknowledge my obligation to Professor Swanzy, 
of Dublin ; the frequency with which I have quoted his name indicates 
to but a small extent, my indebtedness to his admirable address on this 
subject to the Ophthalmological Society in 1888. 
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BIN-OCULAR GLIOMA OF THE RETINJE * 
By R. S. Magee, M. D., 

LKCIURKBON OPHTHALMOLOGY AKD OTOLOGY; DEMONSTRATOR OF ANATOMY IN. THK KANSAS 
MEDICAL OOLLRGE, TOPEKA, KANSAS. 

Glioma take^ its origin from the connective tissue of the retina. It 
is* slow of growth, remaining intraocular for one or two years. It is 
unaccompanied by any inflammatory symptoms, nor does it give any 
discomfort to the patient, and as it happens only in young children its 
growth may not be suspected until it has nearly filled the entire globe. 
The peculiar look of the child, appearance of the cat^s eye, due to 
tlie whitish tumor behind the pupillary space, may be the first sign of 
this formidable disease. It occurs only in.children, especially between 
the second and fifth years, but it may develop sooner, or come on a 
little later, and will sometimes affect both eyes. I now recall a case 
sent by Dr. D. F. Longenecker, of Emporia, Kansas, in 1 890, for con- 
sultation, with Glioma in the left eye of a little girl aged 9 years. 
(The doctor removed the eye and she is now wearing an artificial eye 
with no sign of the return of the growth.) It appears, if seen by the 
ophthalmoscope, as a white or slightly pinkish irregular tumor project- 
ing into the vitreous ; in the beginning it may appear as a bright spot 
of white color, which is soon surrounded by detached retina ; but this 
appearance is seldom seen, as the patients are too young to notice any 
defect of vision. It is usually covered with some portion of the retina, 
and some of the retinal vessels can be seen passing over the growth. 
As the tumor develops glaucomatous symptoms manifest themselves, 
or purulent choroiditis may complicate the case. 

DIFFERENTIAL DIAGNOSIS. 



GUOMA. 

1. Tumor appears solid and of a 1. 

pinkish color, 
?. Does not vibrate when the eye 2. 

is moved. 
3. It may be found m any portion 3. 

of the eye. 



4. It develops slowly. 4. 

5. Iiiereased intraocular tension, 5. 
iris pushed forward. 

6. Appears in all kinds of eyes. 6. 

7. Always in children. 7. 



D1?T ACHED RETINA. 

The detached retina is in folds of 
a bluish color. 

It is of a wavy trembling appear- 
ance, whenever the eye is mo veil. 
It may develop in any portion of 
the retina, but it will eventually 
gravitate to the bottom ot the 
eye-ball. 

It is apt to come on suddenly and 
from traumatism. 
Eye-ball apt to be softer than 
normal. 



Generally in myopes. 
In adults usuallv. 



♦Read before the Northeastern Kansas Medical Society, June 21, 1892. 
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There is a condition which is frequently mistaken for (ilioma, in 
which the vitreous becomes solid and opaque, probably the result of ex- 
udation from tie choroid, it is termed pseudo-glionia from its resemb- 
lance to glioma. All sight is lost in the eye attacked, but no fear of a 
sympathetic inflammation. It is usually met with in young children, 
who have just recovered from an attack of meningitis, the inflammation 
having probably extended along the sheath of the optic nerve. In 
glioma the intraocular-tension is increased, the iris retains its lustre 
while in pseudo-glioma the iris looks muddy, and posterior synechia 
may be present, and as shrinking goes on the tension becomes dimin- 
ished. The absence of the retinal vessels passing over it will help to 
distinguish it from glioma. Glioma results in impaired central vision 
and finally in complete blindness. It is one of the gravest affections of 
the eye we have to deal with, because even if t^e grox^-th and the eye 
have been removed, it may recur sooner or later and cause the death 
of the patient. 

The tumor, if allowed to grow, will fill up the eye-ball and press the 
lens and iris against the cornea, as the anterior chamber becomes very 
narrow ; later on the tumor bursts through the eye-ball, either at the 
posterior pole in the region of the optic nerve or through the cornea. 
In the latter case, a bleeding, fungoid mass which eventually becomes 
very large, projecting from the eye-ball. This will give rise to frequent 
and extensive hemorrhages, and thus reduce the strength of the patient, 
or if the optic nerve becomes affected the db^ease may extend from here 
to the brain and result in death, or by metastasis to other organs, liver 
and spleen. The only way to deal with this trouble is to enucleate the 
eye, and this ought to be done as early as possible, l>ecause the tumor 
might penetrate the sclera and aflbct the orbital tissues which would 
have to be removed. As the optic nerve is early implicated jis nuich 
of it as po-'sible should be removed when the eye is ( iruliUted. 

Case. — B(*s.«ie Luke, age 2 years, Tahnage, Kansas, Way o, 1MI2. Total 
blirdness in letl eye and partial in the otlier. 

ni^lory. — lias always been rather a delicate child. From birth and during 
the first few nioiUhs of its life, was sick most of the time. Six weeks ago its 
mother first noticed that the child was losing its eye sight. Pi'ior to that time 
could see as well, apparently, as the other meni'»ers of the family. Has never 
complained of pain, by crying or other manifestations. During the past six 
weeks has required the constant attention of its mother, by reason of its not 
being able to see. The child, mtellectually, seems bright, instantly notes the 
change from its mother's arms to that of a stranger. When taken to the 
piano, moves its fingers over the keys almost as skilfully and gracefully as an 
accomplished musician, or when spoken to, at once directs its face in the di- 
rection from which the sound came. 

Family History. — Father afid mother both living and well, an elder brother 
and sister are both the picture of health. There is no ancestral historj* of any 
malignant trouble existing. Examination with the ophthalmoscope shows 
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Glioma of both retinse. In the left eye the tumor has attained such propor- 
tions that the vitreous chamber is entirely tilled, total absence of the red reflex 
and the iris is pushed forward against the cornea. In the right it has filled 
about two-thirds of the vitreous chamber. I advised immediate enucleation. 

Remarh, — 1 . Binocular-glioma is very rare. (In both eyes at the 
same time.) It usually apj^ears in cue, and recurs in the other later on. 

2. If let go on, the tumor will rupture the cornea and become a 
fungous ma^s, which will constantly bleed from the exposed vessels, or 
it will rupture posteriorly and ascend by way of the sheath of the optic 
nerve to the brain. 

3. It is a grave disease, metastatic tumors of the same character are 
very apt to appear in the spleen, or liver in distant parts of the body, 
ending the life of the patient sooner or later. 

By the kindness of Dr. Steelsmith, ot Abilene, Kansas, this case was refer- 
red to me for consultation and advice. After giving diagnosis ant advising 
immediate enucleation, the case was returned to the doctor. Below I give his 
letter under date of May 26th : 

* 'Dear Doctor : — 1 did the enucleation May 12. She went to her home the 
21. There has been no discharge of pus up to the present time. I washed 
the lids and face with 1-1000 Bi-Chloride Sol., and after the enucleation syring- 
ed the orbit with 1-4000 Bi-Chloride Sol. and applied Bi-Chloride gauzel! 

On removing the left eye, I divided the globe to verify our diagnosis before 
removing the right. I found that the attachment of the growth was external 
to the optic disc. The mass was soft, and it was difficult to make out the full 
extent of attachment though it was close to the iris." 

A microscopical examination of the tumor by Dr. Powell, of Topeka, in 
which he found the growth to be a Glioma containing the connective tissue 
stroma tilled with the typical sarcoma cells. 
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THE RELATIVE IMPORTANCE OF ASTIGMATISM IN THE 

PRODUCTION OF ASTHENOPIA. CONTINUED. 

By D. B. St. John Roosa, M. D., LL. D., 

PBOFKSSOB OF DISRASR8 OP THK KTR ANO EAR NEW YORK POST-GRADUATR MEDICAL SCHOOL ; 
SURGEON TO THE MANHATTAN RYE AND EAR HOSPITAL. 

My article upon the above named subject published in the Medical 
Record^ has received considerable attention from the profession. This 
is naturally a source of gratification. The article upon the same 
subject, in the last number of this Journal, by Dr. Risley, requires a 
response from me. It is written in a pre-eminently fair and friendly 
spirit, although it strongly controverts my position. I shall answer 
Dr. Risley as thoroughly as I may l>e able, and with the respect that is 
due a writer who has made valuable contributions to Ophthalmology, 
and to one who holds a deservedly high professional position. 

My view that the moderately hypermetropic eye may be considered 
a normal one, is not at all new, or least it is a view that has for years 
been deduced from well known examinations, such as those by myself =» 
in 1878, on adults, and by Ely, in 1879, on the refraction of the newly 
born. Ely was closely associated with me in private and hospital practice- 
Many of his observations were made under my own eye. He completely 
overthrew Jaeger's statistics, which were until then, everywhere ac- 
cepted as genuine", and he showed that the infantile eye waa in a large 
per centage of cases, 69 to 72 per cent, hyperopic. If the nature of 
things in these examinations had not prevented, that is, if the cornea 
could have been measured, and the vision tested with glasses, the 
percentage would have been larger, and 14 per cent, of emmetropia 
would not have been found. Since the publication of these papers I 
have constantly continued my investigations. I am about to publish 
the statistics of recent axaminations to show the frequency of astigma- 
tism, and I am convinced that scarcely one per cent of the human race 
has what I am ready to call an ideal, but not a normal eye. Such an 
eye may be a model, as Dr. Risley suggests, but as a frequent observation 
for scientific comparison with eyes having perfectly normal functions, 
it scarcely exists. The vast majority of educated people in the world, 
are doing their work without asthenopia and without convex glasses, 
and yet they are hypermetropic from one-half to two dioptres, or have 

iMarch26, 1892 

* An examination under atropine of the refi*active state of eye with normal 
vision. Transactions American Opthalmological Society, 
'Archives of Ophthalmology, vol. ix, p. 29. 
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hyperopic corneal astigmatism from .25 to .50 dioptre or both hyper 
opic and hyperopic astigmatism. I do not think the ideal eye has 
any advantage over such an eye as this. 

From what I read of Listing's and Helmholtz's diagrammatic eyes, 
I doubt if those who made these ideal eyes, ever thought of consider- 
ing them as standard eyes, in the sense of being at all common in 
the human race. It is well known that Listing's eye differs in length 
from Helmholtz's, and that Helmholtz has presented two diagrammatic 
eyes, differing from each other,* one called Helmholtz's first, and the 
other the second Helmholtz eye. I have no objection to referring to 
the diagrammatic eyes as standard or modeb. I am simply contend- 
ing that it scarcely exists. What has been thought to be it is but a hy- 
permetropic eye of a low degree. Errors have been made because 
the examinations have not been thorough enough to be accurate. 
No one who accepts a weak convex spherical or convex cylindrical 
glass, w^hen the accommodation is fully relaxed can be said to be 
emmetropic, and no examination is complete that is not made under 
atropia and with a measurement of the cornea by the ophthalmo- 
meter. It is begging the whole question to say that an eye that 
does not withstand these tests is an emmetropic eye. It neither con- 
forms to the Listing or Helmholtz eye, or to the accepted definition 
of emmetropia. 

Dr. Risley quotes Dr. Randall's paper^ to prove that an emmetropic 
eye is the normal oue, because it escapes injury in becoming more 
developed, while a hypermetropic eye being essentially a morbid one 
does not. I do not find this argument in Dr. Randall's paper. Ran- 
dall merely states what has long since been proven, that the hyperme- 
tropic eye is by far the most common one, and furthermore he claims 
that the advance to emmetropia and myopia when it occurs, is not a 
healthy one. He says nothing to prove that emmetropia may not also 
become myopia. I find in his paper, no claim for emmetropia, that it 
has an intrinsic immunity from axial elongation. This latter point, 
so far as I am aware, has never been claimed or demonstrated, al- 
though Dr. Risley now believes it to be true, that emmetropia does 
possess such an immuntiy from what is usually a morbid process and 
not a development. 

That there is in the very rare, and what I would like to call ideal 
eye, a fixity of condition, forbidding an advance into myopia, seems 
to me totally unsubstantiated. It cannot be proven until after a large 
number of such eyes are found, and then subjected to careful and 
repeated examinations during infancy and childhood. If any number 
of such eyes exist, there will be found to be no diflference in the qualify, 

^Nagel, Graefe's Hand Buch, p. 202. 
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SO to speak, or health of such an eye from that of the ordinary eye. 
What I venture to call the normal eye of the human race, is 
slightly hyperopic, and usually has a low degree of corneal astigma- 
tism. The ideal eye only differs from this in degree, just as membranse 
tympaui and tympana and vestibule and cochlea, may differ slightly 
in anatomical construction and yet probably have the same hearing 
capacity, in different subjects. 

In my article, I have been very careful not to say, that the correc- 
tion of hypermetropia can always be neglected, when corneal astigma- 
tism exists, but my large experience both in hospital and private 
practice, and in the hands of competent assistants, such as Dr. Frank 
N. Lewis, Dr. F. Van Fleet, Dr. Deynard and Dr. A. E. Davis, all 
more or less known in ophthalmological circles, has gradually led me 
to the conviction, on which all of us are now carefully working, that in a 
majority of cases, in low degrees of hypermetropia, it is sufficient to cor- 
rect the astigmatism. So high an authority as Hasket Derby* has join- 
ed me in this opinion. If those who are now skeptical will try this 
method for three months, I am sure they will come to the same conclu- 
sion that we have, whether they believe a low degree of hypermetropia 
is, or is not, a normal condition. 

From Dr. Risley's point of view as to the immunity of emmetropia 
to disease, he naturally resorts to a full correction of even moderate 
degrees of hypermetropia in all cases, so that emmetropia, a safer condi- 
tion may be produced. The whole trend of recent investigation is 
against him in this, for it is known that all but one in a hundred of 
people who have no asthenopia and also are not myopic, either have 
hypermetropia or hypermetropic astigmatism or both combined to a 
low degree. Thousands of persons who have these defects, if we choose 
to call them so, never need glasses until they are presbyopic. 

Having long since demonstrated the truth of the foregoing state- 
ments, I was in a position to accept the view that gradually dawned 
upon me, that the astigmatism was apt to be a more troublesome 
factor in causing asthenopia than hypermetropia alone. As to Dr. 
Risley's criticism on my ca^e iiij I can only say that I have seen too 
many just such cases fully recover without glasses, to ever torment them 
with them, even for close work. As to wearing glasses for a distance, when 
the vision is already |^, I have long since found their use unnecessary 
or even harmful, even when there is hypermetropia of 2. dioptres. 
With the view that hypermetropic eyes ought to be converted into emme- 
tropic, my practice is wrong. Yet I have found it much better to order 
no glasses, except in rare cases of spasm, and when the patient has for a 
long time had a habit of wearing glasses, and suffers no inconvenience 
from the unnecessary correction, or when the visual power is not, for 
the distance, perfect or nearly so. I have taken away glasses from 

1 Boston Medical and Surgical Journal, June 1892. 
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many such, patients to their great relief. 

The value of the ophthalmometer will cease to be a question for 
argument, to those who will use it according to the rules deduced 
from practice, and plainly laid down by Javal, who has spent two 
decades of his life, with the aid of many excellent observers, in perfect- 
ing the Helmholtz original. Observing these rules, the "vexing ques- 
tion" of the total astigmatism of the dioptic apparatus, is answered, 
and an objective examination is substituted for the subjective methods 
of the use of the ophthalmoscope, retinoscopy and the answers of a 
patient. It is amazing indeed, after practical experience of years has 
shown just how much may be allowed for lenticular astigmatism, 
which Donders himself had no great difficulty with, then it should 
still be said, that the ophthalmometric examinations cannot be a sub- 
titute for the subjective methods I have just enumerated. As to the 
difficidty of determining the axial refraction after the astigmatism has 
been settled, it is purely imaginary. If V^fJ as it does in a large 
class of asthenopes, do we not know that we are dealing with hyper- 
metropia and not myopia ? If there be a considerable degree of my- 
opia or hyperopia is it at all difficult to determine the fact? It is only 
in the comparatively rare cases of mixed astigmatism, that the ophthal- 
mometer does not make a short and sure road to a complete determina- 
tion of the refraction. In all cases, it is an assistant of no mean 
value. Some of its opponents object to it because it will not accomplish 
more than the most enthusiastic of its friends or its inventors claim for it. 
It is only an instrument. It must have a trained observer behind it. 
A sextant for taking marine observations can never be of use, nor 
avail to sail a vessel without an experienced captain. Just as 
the nautical instrument gives the mariner his latitude and 
longitude, does the ophthalmometer show the degree and axis of the 
corneal astigmatism, if any exist. How much importance this may 
be to the observer he must determine for himself. I find the informa- 
tion thus furnished the key to the knowledge of the refractive condition. 
A recent reviewer^ intimates that the advocates of the ophthalmometer 
are satisfied with a lower standard of accuracy in refractive work 
than thase who dispensed with it. Not at all. We claim that it 
assists to greater accuracy, although work by its aid is much more 
rapid than without it. There are many venturesome fishing smacks 
along the coast of New England and Newfoundland, that dispense with 
compass and sextant. They that may find out where they are, and get 
safely home, without their aid, but I have yet to learn that the seaman 
who avails himself of and relics upon the instruments that tell him his 
exact situation, is less accurate or painstaking, or that he. has a lower 
standard of the art of navigation. 

>Ophthalmic Review, July, 1891, p. 208. 
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AN AURAL REFLEX. 
By J. A. Maloney, M. D., 

or WASHINQTOX, D. C- 

The aural reflex has been handed down by the earliest writers, but 
has been confined to **ear cough" or other reflex phenomena, such as 
tickling in the throat, a desire to swallow, tingling in the tongue, 
sneezing and vomiting, but the foregoing have been produced by 
foreign bodies, insertion of speculum or manipulations during treat- 
ment, whereby the external ear becomes the factor in the results be- 
fore mentioned. In the cases to which I am about to refer, the cause 
must be diflerent from the foregoing, because no mechanical stimula- 
tion due to contact with the external ear took place. 

When quite young I remember standing beside a piano while a 
young lady was playing, and I noticed that at times there would be 
forced expiratory eftbrts of respiration, I could not help noticing this, 
it made an impression upon me without at that time, an effort to ascer- 
tain the cause. 

Later on I again noticed it in another performer, and this circum- 
stance, I presume strengthened the impression so that it remained until 
I had become an investigator in physiological acoustics, when another 
case gave me an opportunity to make a test which throws some little 
light upon the subject. Upon noticing this peculiarity in the last 
case, I watched intensely for the tone, or tones, but the playing was 
too rapid, and not wishing to inform the player of my purpose, be- 
cause the knowledge might have overcome the phenomenon. 

I requested the performer to play the same air several times, leav- 
ing the impression that it was a favorite, in every instance there was 
at times the same forced expiratory effort. Then I asked the perform- 
er to allow me to place cotton in each ear, that I might notice the 
effect it might have upon the rendition, so far as touch was concerned. 
Thereupon I placed three or four pledgets of cotton, pressed flat before 
insertion, and endeavored to leave a space between each, until satisfied 
that a low voice close to meatus, could not be made out clearly. I 
requested the party to play by sign, this was repeated several times, 
but there was not the slightest sign of forced expiration. 

This test afforded me proof that it was not due to the tactile sense, 
but a true auditory antecedent effect. Later another case came to my 
knowledge, I applied the same tests with same results, 

"Ear Cough" is said to be due to irritation of the auricular branch 
of the pneumogastric nerve, distributed to the auditory canal, is reflect- 
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ed to the motor fibres of the superior laryngeal nerve, also a branch of 
the pneumogastric. This induces contraction of the crico-thyroid 
muscle, which manifests itself as coughing, and in some instances 
vomiting^ In the phenomenon observed by me, I think it reasonable 
to suppose that it is due to irritation of tensor tympani nerve, and re- 
flected to the vagus through the otic ganglion, thence to the non- 
striped muscle of the entire bronchial system, which offers resistance 
to increased pressure within the air passages, as in forced expirationy 
singing, speaking, blowing. The vagus being the motor nerve for 
these fibres. 

1424 Q. Strkbt N. W. 
^ See a Treatise on the Ear, Burnett, p. 312. 
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NEUROSES OF PHARYNX AND LARYNX CAUSED BY 

HYPERTROPHIED FOLLICLES AT THE BASE 

OF THE TONGUE* 

By W. L. Dayton, M. D., 

OPHTHALMIC SURGEON TO ST. ELIZABRTH HOSPITAL ; OCULIST TO B. k M. RAILROAD, ETC. 

LINCOLN, NEB. 

Gentlemen : In presenting this subject to you I do not presume to 
bring forward anything particularly new in the field of neuroses of 
the pharynx, but I do desire that you carefully look into the subject, 
and judge whether I have over-estimated the importance of a radical 
treatment for the removal of lingual varix and enlarged follicles at 
the base of the tongue, as a cure for the many reflexes which I shall 
briefly mention in this paper. 

You wnll all doubtless agree that we have several forms of Neuroses 
from follicular pharyngitis as aphonia after excessive use of the voice ; 
short, hacking cough, desire to constantly swallow some imaginary 
body, all due to irritation of the superior laryngeal nerves. To re- 
move the cause we destroy the hypertrophied follicles. 

Neuroses of the pharynx are quite frequent, occurring as symptoms 
or as complications of various pharyngeal diseases. 

Anything that may act as an irritant, or by pressure upon a nerve 
trunk or its periphery may give rise to a reflex, which may manifest 
itself in one or many symptoms, either functional, physical or both. 

Parasthesia has been a prominent symptom in the majority of cases 
I have seen, each patient describing minutely the peculiar sensation 
they have in the throat, such as a "foreign body," "a pin," "hair," the 
presence of a lump in the throat (globus hystericus). We also find 
present spasmodic cough, spasm of the larynx and pharynx, dyspha- 
gia, and as has been described to me by one, "a feeling at times as if 
a band was drawn tightly around the throat." 

We assume that these reflexes are frequently due to the mechanical 
irritation or pressure upon the sensory nerves by these hypertrophied 
mucous follicles or lingual varix. We find this portion of the tongue 
and adjacent structures richly supplied with both sensory and motor 
nerves, the glosso-pharyngeal, the superior and re-current laryngeal 
branches of the pneumo-gastric, and these closely anastomosing with 
the sympathetic. 

*Read before the Missouri Valley Medical Society at Lincoln, Neb. 
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Physiologists teach us that in order to have a true reflex phenomena 
we must have 

(1) A sensitive ner^'e fibre connected 

(2) With a central nervous cell or mechanism which 

(3) In turn connects with some motor fibre supplying some motor 
organ. 

In these cases we have every detail necessary to produce a true 
reflex phenomena. 

I herewith present a few cases illustrative of the different symptoms 
found in hypertrophied follicles and lingual varix. 

Case I. — Mrs. M., age 49. short and stout, apparently enjoying excellent 
health, consulted me regarding her throat, complaining that at times, upon 
attempting to swallow even fluids, she would be seized with a paroxysm of 
choking, which frequently was so violent that she could scarcely breathe. 
She came to me in dire distress, bemoaning her condition, and confident that 
if she did not have relief she would some time choke to death. While in my 
consulting room she was suddenly seized with a paroxysm of choking. Her 
breathing became rapid, and with the peculiar stridor of laryngismus strid- 
ulus ; in her effort to breathe easier, she grasped the collar of her dress and 
tore it apart; great drops of perspiration stood out upon her face; the noisy 
breathing continued, and her countenance bespoke the fright she was ex- 
periencing. 

I finally concluded I mtuit do something, so I sternly ordered her to give 
me her tongue, which I seized in the napkin between ray fingers and thumb 
and drew it well forward, assuring her at the same that the paroxysm would 
cease, which it did as if by magic. 

I then made a laryngoseopic examination, found larjnx and vocal cords 
slightly congested; at the b:ise of the tongue 1 found an enormous lingual 
varix, the circumvallate papillae verj' much enlarged and numerous large 
mucous follicles posterior to the papillse. 

On obtaining the h story of this patient. I found that she was passing 
through the menopause; she was exceedingly nervous, inclined to be 
melancholic; she had recently lost her husband, which, together with her fear 
of choking to death in one of these paroxysms, had reduced her nervous 
energy far below the standard . 

I cauterized the larger vessels and several of the follicles at the first sitting, 
kept her in the city for fear the swelling or the sloughs from the cauteriza- 
tion n.ight provoke more, and perhaps serious paroxysms. On the third day 
I removed the sloughs, and on the fifth day I cauterized other follicles and 
allowed her to go home, telling her she could eat liquid foods without fear. 
This treatment was followed up for two or three months, seeing the patient 
twice a week. During the treatment she had several paroxysms, but with 
less severity. After six weeks had elapsed without an attack, I consented 
to her going to California to live, and to the present time she has had no re- 
turn of the symptoms. In addition to the cauterization I gave her Strych. 
Sulph. otie sixtieth, t. d., and a saline aperient to use each night. 

Case II. — Miss B., age 29, school teacher, complains of feeling foreign body 
in throat, keeps up an incessant coughing, so much so that she was compelled 
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to give up her school . She had fi-equent paroxysms of an asthmatic character, 
when her breathing was hurried, and with marked stridor. 

Nothing abnormal found in larynx or phamyx excepting hypertrophied 
follicles at the base of the tongue, hence I ad\ised cauterization. I kept her 
under treatment two months, cauterizing once a week. When she was dis- 
charged her cough had almost entirely ceased ; the irritation fr^m an appa- 
rent foreign body had disappeared ; her general health had improved very 
much. 

Case HI. — Mrs. M., age 32, a stout, robust woman. Complains of having 
spells like croup, at which times she feels as if she would choke to death. The 
paroxysms come on suddenly, and more frequently at night; has a constant 
desire to clear her throat. 

Upon examination I find a hypertrophic rhinitis and lingual varix, with en- 
larged follicles at base of tongue. Some post-nasal catarrh. I advised cauter- 
ization of both nose and tongue. 

This patient was under treatment three months, her irregular visits prolong- 
ing treatment; dunng treatment she had one attack, since when she has been 
entirely free from them. 

Case IV. — Mrs. S., age 34 M. ; inclined to be frail ; general health fair; com- 
plains of having foreign body in her throat on left side ; attempts to locate it 
just below the left tonsil : does not sleep well, greater part of the time has a 
feeling as of a lump in her throat, (globus hystericus). I^ryngoscopic exami- 
nation reveals nothing abnormal excepting the hypertrophied follicles at base 
of tongue. I recommended cauterization. Gave her Brom. Sod. et Pot. aa. 
gr. X 4 t d. Under treatment one month, when she declared she was entirely 
free from the symptoms for which she consulted me. 

The above cases from my ease book describe the many symptoms 
characteristic of th^ presence of hypertrophied follicles, lingual varix, 
or both. 

The enlarged follicles in this region are no doubt in a great measure 
due to the increased blood supply from the varicosed vessels in this 
region, and they in turn are due to a vaso-motor paresis, causing 
venous congestion ; among the under-lying constitutional causes are a 
general varicose diathesis, torpidity of the liver, constipation and dys- 
pepsia — in fact, conditions implying a weakness of the vaso-motor 
system. 

We can readily explain some of these reflex symptoms as the laryn- 
geal and pharyngeal tenesmus, as caused by pressure or by mechanical 
irritation of the follicles or varix upon some filament of the superior 
«nd recurrent laryngeal ner^'es. 

The presence of an apparent foreign body is due to mechanical irri- 
tation of the enlarged follicles, for when they are obliterated the sensa- 
tion disappears. 

The choking upon taking food may be caused by the epiglottis be- 
coming actually imprisoned among the follicles, and allowing some of 
the food to enter the larynx, causing a spasm of the glottis. 

In treatment of this condition I have discarded chromic acid and 
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other chemical caustics as unreliable, and even dangerous. I rely 
solely upon the galvano-cautery. 

My method of cauterization does not differ from others, save, possi- 
bly, I do not attempt to do too much at one sitting ; care must be ex- 
ercised that the heated electrode does not touch the epiglottis, or there 
may occur, as in one of my cases, an oedema of the epiglottis, the pres- 
ence of which may impress upon the nervous patient, and the Doctor 
as well, the fact that they have a serious throat lesion to deal with. 

In cauterization of the follicles I use the spiral tipped electrode, and 
the double-edged knife electrode in lingual varix. 

The question may arise as to the moral effect local treatment may 
have by diverting the mind of the patient. It is true it may have a 
secondary effect, but the removal of the offending cause primarily 
effects the cure. 

I do not desire to ride a "hobby," but I do insist that when a patient 
comes to us with any of these reflex symptoms, that we must not be sat- 
isfied if we find a follicular pharyngitis or a hypertropic rhinitis, but 
carefully examine the base of the tongue for hypertrophied follicles or 
lingual varix. 
1203 Struct. 
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PAPER ON "ANESTHESIA AND ANESTHETICS/'* 
By Laurence Turnbull, M. D., Ph. G., 



OP PHILADKLPHIA. 



Mr, President^ and Gentlemen of Section of Pharmacology and Thera- 
peutics : — I feel honored by your polite invitation to address you on 
the important subject of Anesthetics. 

It has been with me almost a constant study and object of experi- 
mentation for the last twenty years and more, especially the collecting 
of statistics, ever since the interesting report of the Hyderabad Com- 
mission. Immediately on the full report being made public, I care- 
fully collected all the deaths from every form of Anaesthetics, more 
especially chloroform and ether, and to make a very reliable report 
and free from any bias, my friend, Dr. J. Melvin Lamb, of Washing- 
ton, D. C, of the Surgeon General's Office, at iny request employed 
clerks, and gave his own time also, to extract from every journal both 
American and European, the desired information. 

The results were presented before the section of Surgery of the 
American Medical Association for 1890, and 1891, and published in 
book form. The conclusions at which Dr. Lamb and I arrived were, 
that from Ether, there were fewer deaths than from Chloroform, and 
that it was necessary to watch both respiration and heart. Again a 
Committee of your valuable Association was appointed to collect from 
hospitals careful records of all the cases in which an aniesthetic was em- 
ployed,, with other important matters, relating to this subject. 

A modification of your instructions was printed by me, and again 
Dr. Lamb had them sent out from Washington, one hundred and 
eighty in number, only to those hospitals in the United States, which 
were stated to contain fifty beds. Stamped envelopes were sent in 
every case for returns to questions, but the numbers so returned were 
comparatively few for the numbers sent. 

I subsequently found out that but in few hospitals were there any 
records kept, and these not only in small hospitals, but the case in 
many of the largest hospitals in Philadelphia, and other large cities. 

This information was gained by a second series of per:5onal letters, 

*Read before the Section of Pharmacology and Therapeutics at the Sixtieth 
Annual Meeting of the Biitish Medical Association, at ]Sottinghani, England, 
Julv 29th. 1892. 
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sent from Philadelphia by the local secretary of the Committee, Dr. 
Joseph Leidy, Jr. 

I submit my brief report and an appendix from the John Hopkin's 
Hospital of Baltimore: 

The total number of administrations of each ana?sthetic fix)m January^ 
1892, to May 14th, 1892; Ether 1500; Chloroform 298; A. C. E. 100. 

The number of cases m which death has occurred during or shortly 
After anassthetisation. Chloroform, 1 ; Ether 3; A. C. E. 1. 

Tlie number of cases in which dangerous symptoms have occurred : — 
Ether 2; Chloroform 9; A. C. E. 1. 

Opinion formed from personal experience as to the relation of the various 
anfesthets used is divided, the majority think Etlier, Cfilorofomi and A. C, E. 
equally safe. 

The best method and manner of administering them:— Con€, Various 
inJialers arid napkins. 

When to use one and when the other. EUier in weak persans. Chloro- 
form in strong or when brain and kidney disease exists. 

The most effective methods of restoring patients threateneti with death 
from anaesthetics. Inversion, head lower tlian body, stimulants hypodermatic' 
ally; alcoliol, atropine. 

Tweniif-five per cent, of students are taught to administer ano'sthetics 
practically ; tJie remainder tfieoretically. 

I ha\^e by invitation of your sub-committee, visited the Royal In- 
firmary of Edinburgh and had the opportunity of seeing the free use 
of chloroform in the lecture room, in three operations by Prof. Chiene, 
and in one prolonged operation by Prof. Annandale, (Monday, July 
11th, 1892, at 11:30 A. M., Royal Infirmary Clinic of Prof. Chiene.) 

Case I.— Under chloroform. History: A woman, aged 42, who had an 
ampuUition of the leg and foot (Mackenzie's Modification of Syme's Opera- 
tion. Beautiful stump.) 

In spite of every measure applied to relieve a real or imaginary pain, still 
<x)ntinuecl, a new operation was suggested and performed, dividing and re- 
moving a section of anterior and posterior tibial nerves under chloroform 
above the cicatrix. (Prior to all operations in the Infirmary, the heart, lungs 
and kidneys are examined. In the morning before the operation, nothing is 
given to the patient, but a cup of beef tea.) If there has been constipation, 
a purge is given the evening before. The chloroform was administered on a 
towel by a senior student, under instructions for six weeks. The patient took 
the chloroforiii, and the operation was successful. 

Case 2 — A young girl with sclerosed os calcis with an opening into the 
same, The bone was suspected of being tuberculous, and a canal-like open 
ing was made into the bone with great difficulty, but with entire success. 

Case 3. — A middle-aged man by occupation a sailor, with a permanent 
strlciure for which a perineal section was proposed. Soon alter attempting 
the use of chloroform he resisted, but was held by the assistants, when he 
suddenly passed into a cataleptic state, and it was feared he had been an 
epileptic, but this was denied. His chest had become rigid and tixetl, and 
the chloroform ist and others became alarmed, but Prof. Chiene had the chloi*o- 
for m removed peremptorily twice, but ultimately the operation was perform- 
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ed. Pro!. Cbiene had always found difficulty in this class of cases, and terms- 
them alcoholists. The Professor desired to know from me what we did in 
such cases. I stated that we removed the chlorotorm and substituted el her. 
He then gave the students some very careful directions and warnings not to 
lose their heads under such circumstances, and for the chloroformist. never to 
become interested in the operation, or to attempt to control the patient, his 
whole duty being with the administration of chloroform. 
Prof. Chiene's views published for the students are as follows: 

CHLOROFORM. 

A. Action of chloroform is (1st) stimulant, (2hd) sedative. 

(a) Abolishes sensation, 

(b) Abolishes power of motion and reflex action. 

(c) Stops respiration. 

(d) Stops heart's action. 

(e) Kills patient. 

(B) METHOD OF ADMINISTRATION. 

Towel versus Engine. Brains versus Valves. 

(1) Give all your attention, 

(2) Have your artery-forceps ready. 
(8) Watch the breathing. 

(4) Watch patient's appearance. • 

How do you know when the patient has had enough. 

(a) Insensibility of conjunctiva. 

(b) Muscular relaxation. 

(c) Local insensibility of part to be operated upon. 
C. 

(a) Tongue falling back. 

(b) Glottis closing. 

(c) Fainting, 

(d) Vomiting. 

(e) Respiration and heart's action stopped. 

Koyal Infirmary, Clinic of Prof. Annandale. Before entering the 
clinical amphitheatre, Prof. Annandale politely showed me the Junk- 
er's Regulating Inhaler, modified by Krohne and Sesemann, of Edin- 
burgh. The Prof, had employed this apparatus successftilly in private 
cases at times, but found two objections to its use. If the bottle con- 
taining chloroform was full and pressure made suddenly on the air 
reservoir, pure chloroform was injected into the throat and chest of the 
patient At times the valves would become charged with frozen 
chloroform from the great reduction of temperature. Prof. Annandale 
then introduced me to his assistant. Dr. C. A. Sturrock, who adminis- 
ters the chloroform exclusively for the Professor's term of six months, 
always gives it in an adjoining room. Dr. Sturrock finds that it re- 
quires from seven to eight minutes to place a young person under the 
full influence of chloroform. The older the person the more time is 
required, say from 15 to 20 minutes. 
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In a recent case he gave a man of 28 years, six ounces of chloroform, 
tmd yet he was not fully under its influence. (Dr. Sturrock also em- 
ploys the open towel and commences with about (f 3 ij) from a gradu- 
ated bottle.) The operation was for the removal of the intra-orbital 
nerve and Meckel's ganglion for tri-facial neuralgia. Great tendency 
to retching and free vomiting, stated to be owing to a certain amount 
of brandy given before the operation, was checked by giving more 
-chloroform. The operation was a very prolonged one, being 70 minutes 
in duration, and required 5 ounces of chloroform, several arteries were 
tied, but the oozing of blo6d was very annoying to the operator. The 
patient continued fully under the influence of the anaesthetic, due to 
the care and successful manner in which it was administered. It was 
noted that the artery-forceps were in the belt of the administrator's 
ijoat. 
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THE TOXIC AMBLYOPIAS; THEIR SYMPTOMS, VARIE- 

TIES, PATHOLOGY AND TREATMENT. 

By Casey A. Wood, C. M., M. D., 

PATHOLOGIST TO TBB ILLINOIS KYR AND RAB INPTRMART ; PBOPRSSOR OF OPHTHALMOLOGY IN 

THK CHICAGO POST-GRADUATR MRDICAL SCHOOL ; OCULIST AND AURIST 

TO THE ALRXIAK HOSPITAL, ETC., 

CHICAGO. 

{Continued from Page 120.) 
ETIOLOGY OF TOXIC AMBLYOPIA— Continxjed. 

ACONITE— CHLORAL AND ITS HYDRATE— PILOCARPINE AND JABQRANDI EX- 
TRACTS— ESERINE AND CALABAR BEAN— OSMIC ACID— SANTONIN— PICRIC 
AaD— DIGITALIS— TEA— CHOCOLATE— GELSEMIUM— ANILINE— EMANATIONS 
PROM PITCH AND COAL— ARSENIC— NAPTHALINE—POTASSIC BROMIDE- 
METHYLATED SPIRITS— ERGOT, AMYL NITRITE NITROUS OXIDE— NITROBEN- 
ZOL— MERCURIAL COMPOUNDS —SILVER SALTS. 

Aconite. — This drug is rarely the cause of amblyopia. The best 
example of it is that recorded by O'Brien (88) where mydriasis and 
twitching of the lids followed a poisonous dose. 

Chloral and its hydrate indulged in as a habit apart from its 
legitimate use in medicine, is capable of rendering the eye amblyopic. 
Some difference of opinion exists as to the exact symptoms, a dis- 
crepancy which will receive attention later on. 

Pilocarpine and Jaborandi extracts. These drugs as well as 
ESERINE and CALABAR BEAN produce myosis and spasm of accommo- 
dation when employed locally, but I have been unable to find the 
record of any case where these symptoms resulted from their general 
use. 

OsMic Acid. — The only account I have been able to find of this 
agent producing amblyopia is that given by Noyes (39) of New York. 
It is premised that the metal osmium "heated in air is burned to an 
oxide and exhales poisonous fumes, having an odor something like 
chlorine." • 

Dr. P., an assistant in a chemical labratory was heating osmium and 
iridum in a crucible. Although aware of the poisonous properties of 
the fumes he took out a bit of the former metal with his forceps and 
put it near the left eve for inspection. Immediately he was struck 
with a sharp pain and ten minutes afterwards saw Dr. Noyes. There 
was great blepharospasm, photophobia and bulbar pain. Conjunctiva 
and sclera injected ; lachrymation profuse. Pupil of normal size and 
activity. Vision reduced to one third and patient reads only Jager 3. 
AJl objects looked dim. No paresis of accommodation. Fundus nor- 
mal (except perhaps a pink papilla) and media clear. The symptoms 
remained for one day, after which the eye resumed its normal function. 
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Dr. p., as well as Dr. Noyes, thinks that the toxic influence was main- 
ly exerted upon the retina. 

Santonin. — This drug, together with pieric acid, amyl nitrite and 
occasionally digitalis, might be grouped to:^ether as good examples of 
poisons producing- colored vision — ^generally xanthopsia or yellow 
vision. Various theories have been put forward to account for these 
colored disturbances. Helmholtz thinks they are the result of the 
direct action of the drugs on the nervous elements of the retina ; these 
are first excited and' then exhausted and the eye becomes violet — blind. 
On the other hand it has been claimed that they are due to the optic 
media being tinged yellow or green, as the urine is in such cases. The 
aberration of the color sense was first observed by Hufeland (40) in 
1806 and is probably the most marked subjective symptom in santonin 
poisoning. It has been obser\'ed that the usual xanthopsia is often 
preceded by a violet hue over all objects. 

De Martigny (41) in a few cases found the yellow sight intermit and 
pass into other colors. A dose of 0.3 grm. was followed by xanthopsia ; 
an additional 0.6 grm. dose brought on erythopsia or red vision which 
became orange and finally yellow. In another patient there was green 
vision and in one case, blue. We are consequently inclined to believe 
that the color symptoms are the result of nervous irritation and are 
not due to light passing through colored media. Dunoyer (42) men- 
tions a case where the patient took .05 grm. santonin. This was im- 
mediately followed by aphasia, and yellow vision, both of which dis- 
appeared after four hours. This an^ many other examples show the 
transitory character of the colored vision. 

Picric Acid. — ^There are very few instances of amblyopia due to 
this cause. Hilbert*s (43) experiments upon himself furnish symptoms 
similar to those resulting from santonin poisoning. Two hours afl«r 
taking 0.3 grm. of picric acid he had slight yellow vision which lasted 
two hours, after which blue and violet were not distinguished. This 
was not, he thinks, due* to a yellow coloration of the optic media, but 
to the irritant eflfects of the poison on the cerebral centers. 

Digitalis. — A single example of this rare cause of amblyopia will 
suffice. The case is recorded by leanton (44). A patient took 90 
grms. of tinct. digitalis. Nausea and vomiting followed with my- 
driasis and cloudy vision. For two days there was also xanthopsia. 

Tea. — Theoretically one would expect that the abuse of this stimu- 
lant-narcotic would result in a toxic amblyopia of the alcohol t^^pe^ 
but although suspected by some authorities, there are not many well 
defined inslajices of its amblyopic influences. Very contradictory am- 
blyopic symptoms are assigned by various observers to this agent. 
Wolfe (45) mentions a case in which there was fluidity of the vitreous 
and floating pigment particles, due, he thinks, to over indulgence in 
tea. Berry (46) also thinks that excessive tea drinking causes ocular 
symptoms. Visual disturbances from protracted tea-tasting, in a Rus- 
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sian, is reported in the London Lancet for 1887. 

Chocolate. — It is doubtful whether this agent is capable of pro- 
ducing a true amblyopia, although such an early writer as Hocken^ 
claims that it is. 

Gelsemium. — This is an extremely rare cause of amblyopia. 
Parckinson (47) relates a case in which ptosis and diplopia resulted 
from the administration of liquor geheiniL 

Aniline. — This thin, colorless, oily fluid of an agreeable odor is 
the base of the many beautiful dyes of commerce which bears its 
name. Pure aniline is probably more poisonous than its colored salts, 
(e. ^., fuchsine), and the workmen in dye factories often complain of 
temporary headache, photophobia, museae and prostration as well as of 
occasionally amblyopic symptoms. Galezowski (48) attributes most of 
these symptoms to accommodation paresis. 

Emanations from Pitch and Coal. — These contain a number of 
toxic agents which may seriously impair the vision of those employed 
in mining, preparing and distributing such commercial products. The 
fine powder fills their lungs, chokes their sweat ducts, is ground into 
their hair and clothing and impregnates every cavity of the body 
having direct communication with the out*^ide air. The i)oisonous 
emanations are mainly phenol, aniline and its products, as well as volatile 
r€.'<inoids and traces of essential oil. 

Arsenic. — Makers of paris green, painters, wall paper hangers, 
as well as those persons who take the drug for medicinal or cosmetic 
purposes, are liable to suffer visual disturbances apart from the con- 
junctival hypersemia, and eczema of the lids which often result from 
long continued exposure to its influence. Hutchinson (49) thinks that 
vitreous opacities may follow a too-long course of arsenic. It is also 
asserted (50) that a medicinal course of arsenic has caused retrobulbar 
neuritis. 

Naphthaline. — This is a white, shining, crystalline substance that 
fuses at 176 degrees F. and is one of the products of coal tar distilla- 
tion. The question whether its internal exhibition can result in the 
formation of cataract, as it certainly does in the rabbit and other lower 
animals, has formed a subject for a good deal of discussion. The latest 
and one of the best of these papers is by Prof H. Magnus (ol) to 
which I would refer the reader. 

During the past year the House Surgeon at the Alexian Hospital, 
Dr. Burton, has carefully examined a large number of typhoid pa- 
tients (treated with maximum daily doses of naphthaline for several 
weeks) but in none of them did the lens, with a fully dilated pupil, 
show the least trace of cataract. 



'I.e. p. 15. 
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P0TA88IC' Bromide is very seldom a cause of visual disturbances, 
although epileptics and others take the drug in large quantities and 
for long periods. 

Notwithstanding the assertion of Laborde (52) that conjunctival 
hyperemia is the only ocular symptom caused by this drug, several 
recorded cases prove the contrary. 

Perhaps the best marked instance is that related by Rubel (58) 
whose patient took 10-15 grms. (150-2.')r) grains) daily. He was an 
epileptic, twenty-three years old and a spirit drinker. One day he notic- 
ed that he was Wind. The ophthalmoscope showed pallor of both discs 
and contraction of the retinal arteries. The bromide was stopped and 
in five weeks vision returned. Subsequent dases brought back the vis- 
ual disturbance. 

Gifford (54) relates the following case : 

H. T., set. 15, strong boy, had for five vears convulsions. Took 
daily 40—^70 grs. of KBr., for a long period and developed in L. E. 
a central keratitis not controlled by ordinary remedies. Healed with 
opacity on stopping KBr. Shortly afler convulsions returned and the 
bromifle was again given. The K. E. became again affected by a 
branching keratitis similar to that of the other eye and of the same 
obstinate character. 

Mp:thylated Spirits. There are at least several well authenticat- 
e<l ca^es where the vision has been affected by indulgence in this strong 
smelling liquid. Although the admixture of ordinary ethylic with methyl 
alcohol, to produce the "methylated spirits" of the arts, was expected 
to prevent its use as a beverage it is well known that the thirst for 
alcohol has often overcome the repugnance which even the well-season- 
ed nose and stomach of the drunkard must have for this nauseous mix- 
ture. The poisonous effects were, in the published cases, due to the 
methylic alcohol. In D. Mengin's case there was complete blindness 
in twenty-four hours after intoxication from this drug. 

NiTKOBEXZOL. — This is an indirect coal tar product — an oily, yel- 
lowish, volatile and intensely sweet liquid with an odor like that of 
bitter almonds. Under the name "artificial oil of bitter almonds," it 
is the common source of aniline and is also employed for scenting soajw 
and even for flavoring confectionery and articles of diet. In factories 
where it is made workmen often suffer from toxic symptoms. Nitro- 
benzol is partly converted into aniline in the system and has been found 
in the blood after death. Litten ('h^t) gives the following interesting 
description of a case of poisoning from it. 

Patient comatose. The skin and as much of the mucous membrane 
as could be seen were colored from ]>lue to grav blue. The expired 
air and vomited mutters had an intense smell like bitter almonds. 
The urine had the same smell and was of a deep violet color. Antidote, 
ether i<ub cuiem and numerous mustard plasters. Fundus an intease 
violet. Not only the retina, but the papilla, arteries and veins were 
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colored the same tint and looked as if stained with ink. The only 
difference between the vessels was in their caliber ; the veins looked 
fuller than normal. There were some small hemorrhages in the neigh- 
borhood of the latter. Later it was found vision was normal. There 
were no color disturbances ; white had no admixture of other colors. 
The above appearances persisted for three days after the poisoning. 

Mercurial Compounds. — Workers in mercury, especially calomel 
makers and those using amalgams of tin and mercury for "silvering" 
mirrors, are liable to have ocular troubles which probably result from 
the absorption of the metal or its salts through the skin and lungs. 
The extensive employment in medicine of mercurial preparations 
would furnish a long list of amblyopic patients if these agents had a 
special predilection for the ocular structures. That mercurial ambly- 
opia is very rare proves the contrary. In former years when mercury 
was usually pushed so as to produce its toxic effects, the optic nerve 
did certainly sufter to a much greater extent than it does in more 
modern times. Himly, (50), for iastanee. gives a place in his work 
to amanrostJf mercurialhs, Leber (57) does not think that the case for 
mercury is well grounded. GalezowskP reports an example of optic 
atrophy and Square (58) one of optic neuritis, ascribed to the toxic 
action of mercurial salts. 

Silver Salts. — These produce, among the other symptoms of argy- 
ria, an amblyopia closely resembling that of lead (Gowers) but cases 
are rare, and since the internal administration of silver compounds is 
nowadays extremely uncommon, cases of weakened vision from these 
drugs are practically unknown. Bresgen (59) describes a case of visual 
disturbance caused by nitrate of silver, but Uhthoff does not think that 
it was a genuine case of toxic amblyopia. Rumer (60) found deposit- 
ed in the sclerotic sheath of the optic nerve small, round globules of 
metallic silver. 

Ercjot, Amyl Nitrite and Nitrous Oxide. — It has been proved 
to a demonstration that the exhibition of these drugs may produce de- 
cided effects upon vision. This is due to alterations in the nutrition 
of the retina and is dependant upon the varying amount of blood ad- 
mitted into the central artery. In the case of ergot, as might be ex- 
pected, the caliber of the arteries is reduced, the capillary tint becomes 
lighter and the veins are not so large. Amyl nitrite, on the other 
hand, produces an active hypersemia — the arteries being notably en. 
larged — an effect lasting only while the flushing of the neck and face 
continues. Nitrous oxide, when inhaled, produces upon the retinal 
circulation effects similar to those brought about by amyl nitrite, but 
they are of longer duration. 

n.c. p. 111. 
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GLIOMA OF THE OPTIC NERVE. 

EXOPHTH ALMOS-EN UCLEATION— DEATH— AN INTERESTING 

AUTOPSY. 

By p. D. Keyser, M D., 

PROFESSOB OF OPHTHALMOLOGY MKUICO-CHIRUROICAL COLLEOK, PHILADKLPHU, PA. 

On June2oth, 1891, my friend Dr. D. J. Langton, of Shenandoah, Pa., 
sent to my clinic at the Wills Eye Hospital in this city, Linda McK., ajt 8, 
with exophthalmos R. E. The general physical condition oi the little girl 
appeared good and she was well developed, but at no time did she seem to be 
possessed of normal intelligence. So much so that ophthalmoscopic examina- 
tion was hardly to be made. She would not hold the R. E. still, but the 
fundus could be illuminated after lids were held open, and what view could 
be caught, showed enlarged retinal vessels with a marked swelling of the 
disc. Vision nil. 

The L. E. she rotated firmly and deeply in to the inner canthus so that 
no view or illumination could be had. No vision could be discovered in the 
eye. 

The lack of normal intelligence was denied by her father who accompanied 
her, until after the development in the autopsy, when he admitted that he 
had noticed this condition for some time, say from about the 4th year. The 
history of the case as far as I could get from him. is that when she was bom, 
her eyes looked well and appeared as all other babies do. They were bright 
and of a dark blue color, and she seemed to have sight up to about four or 
five months old, when it began to fail, which was supposed to be caused by 
a scratch of a cat which she received at that time. The R. E. began to pro- 
ject more than the other, and continued slowly increasing. 

When brought to my clinic the ball of the eye was enlarged and very prom- 
inent, the lids very much stretched but covering the eye easily. The corneal 
diameter much increased, and anterior chamber very shallow. The move- 
ments of the ball were much restricted, but constantly rolled. T-f-2. Vision 
nil. The ball could not be pushed back into the orbit; a thick hard masp 
could be felt behind the ball on pressing the finger back into the orbit. Pain 
said not to have been great at any time. 

L. E. lids slightly swollen and tightly closed. Lachrymation moderate. 
Ball on foix'ible exposure nonnal in appearance, but convei-gent and having 
moderate irregular lateral nystagmus. Iris tawny, and pupil appeared (?) 
to respond to light. Vision could not be taken, as the child could not volun- 
tarily open the eye, but there was no showing of sight and there was un- 
doubtedly blindness. 
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Diagnosing a tumor of tlie optic uerve or a growth cf some kind in the 
orbit behind the ball of the R. E., enucleation was advised, and with the 
consent of the father I performed the operation under ether June 30th, 1891. 
After freeing the bulbar conjunctiva and ocular muscles, the optic nerve was 
found to be very much enlarged, and with some difficulty was severed a half 
inch anterior to the foramen. 

Hemorrhage was moderate and recovery good. The socket healed well 
and at no time discharged pus. The orbital contents and the cheek for some 
distance remained slightly swollen and discolored for three or four days. On 
the fourth day after the operation, the dressings were found saturated with a 
clear fluid coming from the socket. This continued for two days, requiring a 
change of dressing several times daily. On the filth she complained ot head- 
ache but was up most of the time. Monday July 6, (6th day) headache con- 
tinued and she remained in bed. There were no other particular symptoms 
imtil 4 P. M. when she vomited freely and temperature was found to be 
103.4^ being the highest noted, at the time the socket was hot and apparent- 
ly tender. Vomiting was repeated several times during the evening, night 
and following day. There was slight delirium on the 6th day and of con- 
siderable violence during the next two days, A return to consciousness for a 
couple of hours occurred in the forenoon of the 8th day, but from that 
moment she grew steadily worse, and in the evening palsies developed, and 
apparently in the following order: R. face, R. arm, R. hand, R. leg and L. 
face; after which coma set in. Paralysis of deglutition began about forty- 
eight hours before death ; it was gradual and not complete until twelve hours 
after the extinction of life. Incontinence of urine and faeces occurred during 
the last two days. Death took place at 5 A. M. July 9th. Being called out 
of the city Dr. F. Fisher and the resident surgeon of the hospital. Dr. Zim- 
merman, in my absence, made an autopsy at 10 A. M. the next day after the 
demise, and reported as follows: 

Body well nourished, but evidences of recent emaciation. General appear- 
ance normal except the Tibiae, both being markedly bowed forward and 
^ slightly outward. The tissues in the socket of the enucleated e} e much wasted. 
On removal of calvarium and freeing the brain from attachments, a universal 
meningitis (cerebral^ was found. Veins enlarged, full and tortuous. Mem- 
branes covered with adherent pus of greenish tint, being most abundant over 
the convexity. The dura mater was but slightly inflamed, but in a few places 
adherent. The spinal canal was not opened, but as far as could be seen from 
within the skull, both the cord and its membranes seemed to have escaped 
any abnormal action, There were small pus floculi floating in the serum, 
which was not abundant. 

R. optic iierve was distinctly and markedly ^woHen. That portion remain- 
ing within the orbit was adherent and swollen, but not the seat of purulent 
inflammation. 

L, optic nervCy normal in size in the orbit, but external to the chiasm was 
the seat of a tumor having a diameter of } oi an inch and nearly globular. 
Another small soft growth sprang from the base near the Pons and on the 
R. side. 

Hemispheres, on section the R. presented nothing of importance, while the 
L. showed imbedded wholly within the white substance of the middle lobe 
and anterior to the lateral ventricle, a cyst having well defined walls of size 
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lixl.x I. inches and having a light araber fluid contents, {vide diagram.) 
Other organs were not examined. 



For microscopical examination the base of the brain including both tumors, 
optic tracts, chiasm and nerves was taken. 

The specimen being given to Dr. Laplace for examination, reports as 
follows: ''The tumor around or of the L. optic nerve consisted of a white 
triable mass with but little evidence of fibrous tissue. Here and there 
bloodvessels seemed to exist. On microscopical examination (x350) of a 
small teased particle revealed the presence of a multitude of small round 
cells; some having but one nucleus and others having two or three nuclei. 
The protoplasm of some of these cells was scanty and in some instances 
scarcely visible. Quite delicate ramifying filaments seemed to project from 
the majority of the,se cells. Here and there nervous filaments could be de- 
tected. Some cells seemed to have existed a longer time and already be- 
come spindled shaped. This tumor belongs to the class described by Virchow 
as Glioma, more particulally owing to the glue-like appearance ol the growth 
in a tresh condition. It is still questionable whether this form does not 
really belong to the corresponding class of round celletl sarcomata in other 
localities owing to their vascularity and their tendency to return, there is 
more than a likelihood that they do. 

The small tumor springing from the nerve near the pons showed the same 
characteristics. 

A section across the K. nerve shows the nerve fibres were pushed away 
from one another by masses of round cells, much resembling those constitut- 
ing the tumor of the L. ner\'e. In many places the axis cylinders were com- 
pressed by the surrounding tissue. Here and there fully formed fibrous tissue 
had already grown encapsulating the nerve fibre. 

The large cyst of the brain was unfortunately ruptured in the autopsy, 
leaving only the walls thereof, which were of tine fibrous tissue, nothing 
specially marked therein. 
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PROGRESS. 



NOTES FROM CURRENT OTOLOGICAL LITERATURE. 
By T. Melvili e Hardie, B. A., M. D., 

PBOFRSSOR OF LABYKG0L06T AND RHINOLOGT. P08TH9RADUATE MRDICAL SCHOOL OF CHICAGO. 

Pityriasis, of the ear has been but little studied and is only rarely 
referred to in text books. It is said to be rare but the reporter is in- 
clined to agree with Dr. Albespy {in the Reva, de laryng. d^otoi et de 
rhinoL 1st. Aug. *92.) that it is not so unusual as has been supposed. 
It is quite possible that it is frequently confounded with seborrhoeic 
eczema or with some other desquamative otitis externa, in both of 
which the corrugated appearance of the scales which is distinctive of 
pityriasis is absent. In eczema there is usually some incrustation from 
the secretions and the scales are thicker. Pityriasis rarely develops 
before the age of twenty. (The reporter has seen one case in a girl oi 
18.) The subjective symptoms consist of an itching, more or less vio- 
lent, noises in the ear which may be constant or not, (since they are 
caused by the presence of the accumulated scales upon the drumhead.) 
The scales naturally encroach upon the lumen of the ext. auditory 
meatus and produce more or less deafness. A sensation of heat in the 
ear is fre<juently complained of and occasional facial neuralgia. The 
cerumen is markedly diminished. The white or grayish scales, which 
are thicker toward their centres sometimes present a rose colored 
border ; their surfaces are striated. The affection is ordinarily con- 
sidered a stubborn one, lasting several months and not tending to a 
spontaneous cure. 

Treatment — Liq. Potass, arsenitis internally. Dr. A. recommends 
that the local treatment be always given by the physician himself 
Remove what is possible by hot water injections, etc. Then take an 
absorbent cotton cylinder 8 mi, long, with a diameter equal to that of 
the canal. Dip t^is in a solution of nitrate of silver 1:20, introduce 
as deeply as possible into the meatus and leave for 24 hours. Repeat 
this until all the scales are removed when the surface of the canal 
will be reddened but not bleeding. Then substitute another cylinder 
dipped in the following: 

JJr Ac. Salicvlic 3. 

Canada Balsam 1. 

Collodion 16. 

and change this daily for 4 or 5 days. 



Some very hard things have been said, and not without reason, 
against the use of boric acid in otorrhoea. It has been the lot of a 
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good many of us to see it employed without discrimination or intelli- 
gence in clinics where better things were to be expected, 

Its slight solubility is well known, the weakness of its antiseptic 
power is conceded and the knowledge of the impossibility of its appli- 
cation in a great many cases to the seat of the disease must occur with 
painful frequency to the routine manipulator of the powder blower. 
Dr. R. Kafeman (Dantzig) has published a brochure containing his 
results with the neutral and alkaline tetraborates of soda, first recom- 
mended by Janicke, which is in this connection of interest. The tetra- 
borate is quite soluble, its antiseptic powers are considerable and, em- 
ployed in solution, the anfractuosities (Macaulay) of the middle ear 
are made straight into it. The tetraborate is unirritating and of 
course without danger. A non-complicated chronic otorrhoea is cured 
in a week. Its use in acute cases appears to be rapidly beneficial and 
it is even recommended in cases of superficial osteitis. Recurrences 
are not more frequent with this than with any other treatment and im- 
provement in hearing is frequently noticed in the first day or two of 
its use. Dr. Kafeman earns our respect by his recognition of condi- 
tions which are suitably treated by surgery alone. 



One of the latest things in ear instruments is the new catheter of 
Dr. Herzfeld, described in the Berliner Klin Wochenschr, No. 11. At 
the shoulder of the beak is a steel spiral of about twelve turns which 
gives the beak the ordinary curve. 

A wire obturator used in introducing the catheter makes it perfectly 
straight. When the obstructions are passed the obturator is removed 
the catheter resumes the normal curve and may be introduced into the 
opening of the Eustachian tube in the usual fashion. The merits of 
this ingenious device are obvious but without having seen the instru- 
ment we should think there might be a difficulty as to the catheter keep- 
ing its curve in the not invariably passive naso-pharynx, The provision 
of a straight instrument is putting a premium upon unskilled labor. 
The cases are rare in which the ordinary catheter cannot be introduc- 
ed. It is to be remembered furthermore, that the noses with deflected 
and "ridged" septa in which alone such a catheter would be used are 
in urgent need of attention from an otological standpoint even, and 
therefore for a second reason, the raii^on d etre of the new catheter 
does not exist. 
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NOTES FROM LARYNGOLOGICAL AND RHINOLOGICAL 

LITERATURE. 
By M. D. Lederman, M. D., 

BUBSKOIf TO TBI KOSR AKD THROAT DKPABTMBIIT OF TBI TORKTILLB HOSPITAL FOB DIBIASR8 OP 

WOMEN AND CHILDBBN ; CLINICAL ASSISTiJfT TO THB THROAT DRPARTMRNT OP 

TBB MANHATTAN BTB AND BAB HOSPITAL, BTO., NBW YORK. 

LINGUAL PHLEGMONOUS PERI-AMYGDALinS. 

Dr. Albert Ruault, Paris, (Journal of Larvngoloqy^Rhinology and 
Otology, Vol. vi, No. 3.), in a monograph on this suDject, the author, 
calls attention to the possibility of acute inflammation of this region, 
resulting in abscess formation. He gives the histories of six such cases. 

He narrates the following symptoms, as usually accompanying the 
affection : 

Onset often sudden, malaise, headache, sometimes nausea, shivering, 
fever, lasting from four to seven days, anorexia, thirst, often constipa- 
tion, pains in the throat from the first, then shooting pains into one or 
both ears, very marked dysphagia, voice ordinarily unaffected, hoarse 
once in ^ve cases, and dyspnoea twice in six cases. No swelling of 
neck, no enlargement of glands. Fever disappears after the pus has 
formed. Prognosis is very favorable, irrespective of possible complica- 
tions. 

The author's treatment is deep scarifications. This may prevent 
the formation of pus, although retrocession may occur without surgical 
interference. 

Pus should be evacuated at once. A carbolic solution as a gargle 
should be given. Spontaneous evacuations will occur. 



A CASE OV GLOSSmS FOLLOWING INTERMnTBNT FEVER. 

K. Unioljuborr, Russia, {International Centralblatt, Vol. ix. No. 2.), 
the observer reports such a case, in which the disease was cured by the 
administration of quinine. 



TREATMENT OF PHLEGMONOUS AMYGDALITIS. 

Racoviceame, Piteschide, (International Centralblatt, Vol. ix, No. 2.), 
the author has treated 100 cases of this affection by the administration 
of salol, in conjunction with some laxative, the applications of the 
glycerole of iodine, and gargles of potass, chlorat. and has found excel- 
lent results from the treatment. 



ACUTE FOLUCULAR AMYGDAUTIS. 

C. C. Hunt, (International Centralblatt, Vol. ix. No. 2.), the writer 
comes to the following conclusions : 

1st That the disease is a distinct entity. 

2d. That it may originate as a sporadic affection, or appear as an 
endemic or epidemic affection. 

3d. It may appear in three different forms, resembling diphtheria, 
but distinct from same. 

4th. It is infectious. 
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CHANCRE OF THE TONGUE* 

Fournier, (Medical Kecord, Vol. xli, No. 10.), this celebrated au- 
thority considers this lesion rare, although the most freauent of extra- 
genital chancres after that of the lips. It is usually situated on the 
anterior portion of the organ, and is almost always single. Two in- 
itial forms are found, the erosive and ulcerating, the former being 
more frequent than the latter. 

SECONDARY STPHIUDES OF THE MOUTH. 

(Medical Record , Vol. xli, No. 10.), the same observer divides these 
into two groups, the moist and the. dry syphilides. The first constitute 
numerous patches with their well known various forms ; the second 
less well known,' have received different names, such as syphilitic 
psoriasis, smooth plaques of the tongue, or ring-worm-like syphiHdes. 



THE USE OF PYOKTANIN IN DISEASES OF THE UPPER AIR PASSAGES 

Lincoln, New York, (Journal of Ijaryngology, Rhhiohgy and Otology^ 
Vol. vi. No. 2), the author praises the value of this drug wherever 
there is suppuration and ulceration of the mucous membrane, whether 
syphilitic symptoms or simple. He uses a 50 per cent, solution in 
acute and chronic inflammations of the tonsils. In diphtheria, he 
places rolls of cotton soaked with a 10 per cent, solution, into the nos- 
trils, and has observed very beneficial results. It is of value in mem- 
branous rhinitis and in non-specific ozsena. Baron has found it of 
service in lupus of the soft palate and naso-pharynx with ulceration. 
The ulcers beginning to heal soon after its use. 

PHARYNGO-HTCOSIS. 

Dr. H. B. Stemenway, U. S. A., (Journal of Laryngology^ Rhviology 
and Otology, Vol. vi. No. 2.), in an exceedingly interesting paper on 
this aifection, the author describes the disease as a fungoid condition of 
the pharynx. The etiology of this peculiar and chronic disease is de- 
cidedly uncertain. The subjective symptoms vary from a slight tick- 
ling sensation to a decided feeling of obstruction. Cough may be 
present, associated with vomiting. Abjectively, spots may be seen 
upon the pharyngeal wall, or around the circumvallate papillse of the 
tongue. When upon tbe tonsils they are seen to grow from the crypts. 
The color varies from a white to cream or yellow. The deposit is very 
tenacious, and when removed, is rapidly reproduced. 

"Mycosis is difierentiated from diphtheria by its chronic nature by 
less tendency for the fungus to spread ; by absence of fever and symp- 
toms of systemic disturbance (except when accompanied by tonsillitis) ; 
by absence of the diphtheritic odor ; by absence of pain, and by the 
form of the fungus." 

Progmm^, — The aflfection is more troublesome than dangerous. Ac- 
companying it are frequent attacks of acute amygdalitis. 

Treatment — The author thinks the best method is the thermo or 
galvano-cautery. Semon cUims to have cured a c^lse with chlorate of 
potass and tannic acid. Seifert affected a cure with a gargle of sodiuna 
Derate and ice. 
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PROFESSIONAL NEWS. 



London, Eng., July 1st, 1892. 

At the invitation of the President of the British Laryngological and Rhino- 
logical Association, I attended its meeting July 1st, in Chandes Street Caven- 
dish Square, London. There were some twenty members present. Mr. Len- 
nox Browne in the chair, and Dr. George Stoker, honorary secretary. When 
I arrived Dr. Maclntyre, of Glasgow, was reading a very interesting report ot 
a case of Rodent Ulcer of the Nostrils, which he removed by a most radical op- 
eration, opening of the anterior side of the nose and face, which he stated was 
a perfect success, the minute details of which he has promised for future pub- 
lication. 

The second case, by Mr. Lennox Browne, of a successful removal through 
the mouth, of a small plate of artiticial teeth, impacted in the gullet for three 
and a half years. The plate was exhibited and was of rubber. 

The third case was one of Stenosis ot the Larjnx, the result of syphilitic 
ulceration, yet the disease had not shown iti«elf in any other part of the body. 
The chief treatment had been by mercury, carried to salivation, and he now 
desired the opinion of the members, as there remained an appearance like the 
soft palate. Most of the members advised the removal of these growths, and 
the gradual dilitation of the stenosis. The president had seen very bad results 
in these syphilitic cases whenever the knife was applied in the rapid and great 
increase of the growths. 

Then followed three varieties of microscopical specimens of diseased tissue 
from nose, throat, etc., by Mr. Wyatt Wingrave. 
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After some important notes on the * 'Further Etiology of Affections of the 
Upper Respiratory Tract" and a very full description of the various forms of 
bacillus and germs found in this region with the importance of the prevention 
of the same, the members of the society were invited into a dark cabinet, and 
by means of the oxhydrogen illumination, Mr. Wyatt exhibited a very large 
number of these bodies, much to the gratification of those present. 

At five o'clock the members were invited into the library, where they spent 
some time in social converse refreshed by a cup of tea. 

The Society convened again at 5:15, when Mr. Bendclack Hew&tson, of 
Leeds, read a paper "On Relations between the various forms of Nasal Steno- 
sis and Deafness." This gentleman explained his method of dilatation of the 
nares by means of a powerful metalic instrument, like an ordinary glove 
stretcher, the handles governed by a powerful spring. In operating with the 
instrument, in all cases it is to be used under the anesthetic influence of ether. 
After douching the parts a small celluloid catheter is introduced into the nos- 
trils attached to a tape, which :s carried around the head. Expressions of 
opinion by members of the society differed very much as to the usefulness of 
the powerful crusher, and feara were expressed that in the hands of careless 
operators it might do injury. Mr. Hewetson stated that no bad effects had 
•suited as yet in his hands, and he exhibited some interesting photographs 
illubtrating the appearances before and after his operation. Mr. Mayo Collier 
objected to the use of the instrument, and to the unscientific theory of the 
author as to the cause of this form of stenosis. The President stated that after 
operation for stenosis, he, like Bosworth, of New York, had given up the 
douche, as it was apt to waterlog the parts, and interfered with their healing. 

Dr. Stoker made some remarks in which he ridiculed the present treatment 
of deafness by means of Politzer's inflation apparatus. 

Dr. L. Tumbuli, of Philadelphia, was then invited by the President to address 
the society, which he did as follows : In the treatment of deafness the Otol- 
ogist of the present day avails himself of the surgical measures which are in 
vogue so as to free the nares and posterior part of the pharynx, indeed, of any 
means that would prevent a free passage of air through the Eustachian tube. 
When the passage is free from foreign bodies he makes use of Politzer's appa- 
ratus with various oils and vapoi*s, so as to restore the parts to as fair a con- 
dition of health as possible. He further stated that the Aurist and Laryngol- 
ogist and Rhinologist should work hand and hand, and should not let one of 
the departments languish, as evinced by the absence of some of your most 
prominent Aurists, also the evidence of a want of united action in the forth- 
coming meeting of the British Medical Association to take place at Notting- 
ham. Formerly when we had the pleasure of meeting the Association the at- 
tendance was most creditable. We were pleased to know that during the 
winter Professor Politzer, of Vienna, the veteran in this department, visited 
London and was kmdly received and entertained by your medical men. This 
hospitality so generously extended to Prof. Politzer, has been well earned, for 
with the exception of your deceased Toynbee and Alinton, he has done more 
to extend the knowledge of the pathology of the ear than any one single man. 
His recently admirable work has been well translated by one of your medical 
men, my friend Dr. Stone, of Liverpool, and thus Politzer's labors have be- 
come more available to the younger medical men of this large country. We 
also uilderstand that Proffessor Gruber will make a visit to this city during 
the Summer. Again thanking you for the honor you have done me, etc. 
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The President, Mr. Browne, then dellrered his retiring address, which show- 
ed the good work done by the society. His successor for the years 1892-93, 
is Dr. Sandtord, of Ck>rk. The society then adjourned. 

The members ol the society with distinguished guests, were entertained by 
Mr. Browne, the retiring President, by a sumptous dinner, concluding the 
evening with a most charming Musical. 

The Aural and Laryngological Surgeons of London, are generally a tine set of 
medicsl men, and hold an enviable position in society, are learned, as well as 
being accomplished men of science. The credit of being the most learned 
among them is given to Dr. L. Pur\is, who has earned his title by careful 
writings ; he is an accurate diagnostician and is successful in treatment, being 
not very strong and has to be careful, etc. 

Woakes comes second ; he also is a writer of note and a deep thinker, all his 
productions being of that character that demands and receives careful atten- 
tion from all members of the profession. Field is also a writer, and has given 
much attention to electricity in the treatment of diseases of the ear. 

These departments ef medicine have lost, by death, one of their most brill- 
iant and noble men, the late •*Mackenzie," one whose place is hard to till in 
Laryngology. 

Lennox Browne has done much and is widely known for his devotion to 
these two departments. He was the President of the British Laryngological 
and Rhinological Association. He is an accomplished amateur artist, the 
evidence of which may be seen in his book, (see recent paper by him, **The 
Pathology and Diagnosis of Necrosing Ethmoiditer/' pamphlet, p. 28,) and 
also in tlie many fine water colored drawings on the walls of his handsome 
reception room. Then we have McNaughton Jones, a very charming man 
and a true scholar, who has done some admirable original and statistical 
work, and who has great versatility of medical talent, being very successful 
in his special work. We haveDalby, who formerly did some admirable work 
in his report of cases, etc., for which, and his popularity with the general 
profession, he leceived the proper reeognition at the hands of the Queen of 
Knighthood. 

The Aurist and Laryngologists should work hand in hand, as there is a very 
close relation between the ear, throat and nose, and we hope to see them uni- 
ted, as they should be, in one department, as is the case of the lately reorgan- 
ized section of the American Medical Association. 

We were pleased to know that during the winter Politzer, of Vienna, the 
veteran in this department, who has done more than any one man ol his age 
to extend the scientific treatment of diseases of the ear, and its pathology, 
^isited London and exhibited many beautiful and rare pathological pi*epara- 
tions of the ear and gave interesting discriptions of the same to numerous 
physicians, and in turn received much attention from them. 

Stone, of Liverpool, and others were attracted to London during Politzer's 
stay. Stone has recently brought the knowledge of Politzer's work promi- 
nently before the public by an admirable translation of the recent work on 
these and kindred subjects. 

There are many of the younger men devoted to these special subjects who 
deserve mention, but my time is too limited in this short letter to enter upon 
them at this time. 

Laurence Turnbull, M. D., of Philadelphia. 
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BOOK REVIEWS. 

Annual op the Universal Medical Sciencics. A Yearly Report 
j^^ of the Progress of the General Sanitary Sciences throughout the 
^^ World. Edited by Charles E. Sajous, M. D., and Seventy As- 
sociate Editors, assisted by over Two Hundred Corresponding Edi- 
tors, Collaborators and Correspondents. Illustrated with chromo- 
lithographs, engravings and maps. Five volumes. The F. A. 
Davis Company, Publishers, Philadelphia, New York, Chicago, 
and London. Australian Agency : Melbourne, Victoria. 1892. 
II Price, cloth, 815.00 ; half morocco $20.00. 

The fifth series of this valuable work made its appearance some- 
what earlier thb year than usual, but as usual it was mature and was 
well dressed before it appeared. 

The Annual of the Universal Medical Sciences has become an in- 
dispensable publication, to reading physicians who aspire to keep up 
with the advances made in all departments of medicine, during the 
year. The enormous amount of labor and capital expended on this 
work does great credit to American talent and enterprise, and all 
American physicians have cause to be proud of the Annual. We are 
informed that the editor and publishers are preparing to issue the work 
in the French language which will give American contributors the 
recognition to which they are fairly entitled, on the Continent. It is 
evident that the Annual has done more to make Europeans acquaint- 
ed with American Medicine than any other publication. 

No active, progressive American physician can well afford to be 
without the Annual. 



Ha\i>-Book for Opticians. A Treatise on the Optical Trade and 
its Mechanical Manipulations. By W. Bohne, Optician. Second 
Edition. Thoroughly Revised and Greatly Enlarged. With Il- 
lustrations. Published by the author, 119 Canal street, New Or- 
leans, La. Price, S2.o0. 

The first edition of this hand-book was published in 1888, and con- 
tained 108 pages. 

A demand for this the second enlarged edition indicates that the 
scientific optician is making an efl^ort to advance and is rapidly taking 
the place of the spectacle peddler who attempts to play both oculist 
and optician. 

The book now contains 248 pages and Ls sufficiently well illustrated. 
While it is intended for the practical optician it is of interest to the 
oculist, as it contains much valuable information that is not found in 
b ) )ks on Ophthalmology. 
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Originally introduced to the Medical and Pharmaceut- 
ical Professions by Dr. J. Frhr, in the 
year 1873. 

COMPOSITION :— Silicate of Magnesia with Carbolic 
and Salicylic Acid. 

PROPERTIES.— Antiseptic, Antizymotio and Dis- 
infectant. 

UseM As A iieDeral ^mtM Pow iler. 

With positive Hygienic, Prophylactic and Thera- 
peutic properties. 

Good in all Affections of the Skin. 
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The Manufacturer : 
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3eption ; it is carefully prepared for medicinal use, guaranteed to be a superior article in 
every respect, and unsurpassed by any brand'm the market, while our price is low. All 
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Ophthalmologists have long held 
that prescribing spectacles is a medical 
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••THE FAMOUS AND FAVORITE FORMULA." 

BUjCit Three ChloridesM 

INDICATIONS: ,,^'^'^^^'"'^Af,^ FORMULA: 
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Dermatological Dis- With Calisaya 
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Tonic. Wtthout tendency to derange the stomach or constipate. 
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combined with Tannin. Its richness in Iodine, its pleasant flavor, its stability, 
and (on account of the action of the Tannin) its being so perfectly well sup- 
ported by the most delicate stomachs and so easy of assimilation render it the 
most effective and agreeable form in which Iodine can be administered. The 
lodinated Wine (Noarry) would therefore suggest itself for 

Use w^henever Iodine is indicated 

It hM been foand superior to Cod Liyer Oil. especially in children's maladies. It is 
reeommended in phthisis, la grippe, anemia, Tnenmati^m, bronchitis, asthma, emphysema 
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Sole Agents for the United States* Mention this Journal. 
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The Use of Compressed and other Discs in 
Ophthalmic Practice. 



Although solid remedies are, in ophthalmic practice, commonly used in 
solutions, or as finely triturated powders in the form of ointments, there are 
many cases where they could with better effect be employed alone, or in mix- 
tures with other solids. When a solution of a drug — atropine sulphate for 
example— is instilled drop by drop into the conjunctival sac— at least ninety 
per cent, of it runs through the nasal duct or flows over the margin of the 
lower lid. To overcome this waste of expensive alkaloids and avoid the 
systemic effect often produced by the solution passing through the duct and 
being absorbed, I suggested the use of the Ophthalmic Discs which Messrs 
Wyeth & Brother have so successfully made. 

I claim for them the following advantages in cases suitable for their ad- 
ministration. (The Wyeths have prepared for me a large variety of both 
kinds from formulae 1 submitted to them.) 

Firsi.—SloWy regular, and complete solution in the conjunctival sac. 

Second.— The exhibition of a definite dose, the full effect of which i 
looked for. 

Third. — Unlike solutions and ointment«i they do not lose their strength or 
decompose in a few days or weeks, but may be kept many months. 

Fourth. — The cost of the gelatinous form is, 1 understand, less than the 
imported French and English makes, and I believe they are in many respects 
superior to the latter. 

Fifth. — 1 have found the Compressed Discs when employed in suitable 
cases, to be non-irritant and readily soluble. 

Sixth, — ^The effect of both forms will be found to be many times greater 
than the corresponding solutions. I think the efiicaey of a Disc containing 
1-1000 grain of Atropine to be equal to one drop of a one per cent, aqueous 
solution of that drug, although nominally, the latter is ten times as strong. 

Seventh. — The portability of these Discs has something to recommend 
them, as the surgeon may if need be, carry about an assortment of these 
Discs for the treatment of ocular aftections. 

Eighth. — Finally, their application is simple enough : Having dampened 
a small camel's-hair brush, touch with it a Disc placed on a piece of clean dry 
paper, the Disc will readily stick to the brush. The patient is told to look 
up, the lower lid is pressed down with the finger and the Disc is placed 
against the scleral conjunctiva toward the outer canthus. The eye is 
now closed until the Disc becomes softened and partially absorbed. 
—Casey A. Wood, CM., M.D.,— (i?ead before the Chicago Medical Society, 
Jzdy 16, 1891.) 

Dr. Wood's complete article on Ophthalmic Discs, with samples, will be 
mailed to any physician who may desire them. 
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Fig. 2. 

Oculists Attention ! 

WHEN ordering Cylinders in Eye-glass form, call for 
our ''New Triple Bar Spring, ^\see Fig. 1.), the on- 
ly perfect form of spring ever invented for compomid 
lenses. ''Ovr New Swell Nose Piece^^ spectacle frame (see 
Fig. 2.) is perfection itself. See how nicely the frame fits 
the nose. Our facilities are unequaled for filling orders. 

We do not use ready ground compound lenses, but 
grind each pair to order. We fill all orders the same day 
they are received. 

A complete set of face measuring frames will be 
sent for $4.50. 

Send for our pr. Blanks and Oculists reference card. 



A. S. ALOE & CO., 



-MANUFACTURERS OF- 



Optical Instruments, Trial Cases, 

Ophthalmoscopes, Eye Instraments, Etc. 
41.3 N. BROADWAY, 

ST.. LOUIS, MISSOURI. 
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fldmir^isttation of Iodine. 

The natural secretions are aqueous ; water is a combination of hydrogen 
and oxygen; hydrogen is, therefore, a natural element and a component of 
the liquids of the body, the solvent of substances which are absorbed, and 
those which are eliminated. Hydrogen is, therefore, a natural base, and when 
possible is, above all others, the most appropriate for combmation with sub- 
stances designed for assimilation. 

Iodine, while foreign to the economy, is a very valuable subtitutive element 
in v.irious coaditions of disease, and it is quite unnecessary in this connec- 
tion to make a statement of its remarkable value as a medicine. The prin- 
cipal point to be considered in this article is the most desirable chemical form 
m which to exhibit it in tae treatment of disease. 

The most commonly employed form at present is that of iodide of 
potassium, not because it is the most suitable, but because it is the one, 
which by common consent, in the absence of a better, has been adopted for 
general use. 

It is taken for granted that a progressive profession will not be satisfied to 
continue the use of an inferior remedy when a superior one can be obtained. 
The difficulties to be encountered in the use of iodide of potassium are, the 
neutralization of the hydrochloric acid of the stomach, which nature requires 
for digestion, by the base potassium: and the consequent indigestion and loss 
of nutrition, resulting in a constantly increasing state of debility and depres- 
sion, which ultimately, in many cases, compel tae discontinuance of tlie 
remedy — iodine— depended upon for the cure of the morbid state. Also, the 
caustic action of the potassium upon the mucous surfaces of the fauces and 
stomach, effects well known to all practicing physicians. The stomach be- 
comes so rebellious to it that the patient cannot tolerate it. 

The substitute suggested is the iodide of hydrogen (Hydriodic acid). Hy- 
driodic acid has, as the name implies, an acid reaction, and, therefore, does 
not interfere with digestion ; on the contrary, frequently acts as a tonic, is as 
agreeable to the palate as lemonade, is entirely non-irritant, and can be ad- 
ministered to the youngest child, if the remedy is in good condition, without 
the slightest difficulty, while the therapeutic effects of the iodine are more 
rapidly secured than by the use of iodide of potassium. Hvdriodic acid is, in 
fact, tne ideal form in which to administer iodine, and will "be used in prefer- 
ence to it by all physicians who will, by trial, become practically acquainted 
with if. 

The writer was the first to bring Syru^ of Hydriodic Acid to the attention 
of physicians in a form suitable for administration, having introduced it in 
1878. Its use since that time has been constantly increasing, as its value be- 
comes known and its many applications to treatment of diseases become ap- 
Ereciated. Phvsicians desiring to test Syrup of Hydriodic Acid will please 
ear in mind that the therapeutic value of the remedy has been established 
by the use of the product of this manufacturer, its originator, during the past 
fourteen years. 

For a year or two past many imitations have been put upon the market, 
preparedf differently, containing less iodine, and incapable of producing the 
same therapeutic results. These are sold at a lower price, and are frequently 
substituted Dv unprincipled dealers when ^to manufacturer's is specified. 

By patronizing^ only honorable, reputable apothecaries, and specifying 
Gardner's this difficulty, may be avoided. 

A treatise will be mailed to physicians, free of charge, upon application to 
the undersigned. Respectfully, 

168 William Street, New Yorlc. 
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THE CENTURY 
DICTIONARY 

Is a work that every one should know about, 
whether he intends to purchase it or not. 

Dr. John B. Hamilton, Supervising 
•geon-General of the U. S. Marine Hos- 
il at Washington, regards it as "the best 
leral dictionary of the English lan- 
ige," and as a medical dictionary out- 
king "any in English except the great 
yglot diction ar}' of Dr. Foster." 
Dr. C. P. Frost, Dean of Dartmouth 
Medical College says: "It is almost a nece.««sity to those who 
wish to find in a dictionary any one of the multitude of new 
words, lately introduced into the language and continually com- 
ing in by way of writings on scientific studies in particular." 

Some idea of the scope of "The Century Dictionary" may 
be gained from the statement that it contains definitions of 215,- 
000 words, and of the thoroughness with which these words 
have been defined from the fact that ear fills four columns, and 
eye as many pages, but no one can appreciate how good a book 
it, really is, without seeing it. The new, handsomely, illustrated 
pamphlet of specimen pages (sent postpaid to any address on re- 
ceipt of five two-cent stamps) will give everyone an opportunity 
to judge the merits of the work for himself. 
Address 

THE CENTURY CO., Publishers, 

33 East 17th Street, New York. 
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Pharmaceutical Specialties ot 

the Farbenfabriken vorm 

Friedr Bayer & Co 



Aristol 



Europhen 
Salophi^n 
SulfonaU 

Phenac^tine 

5dVcr 



For Pamphlets Apply to 

W H Schieffelin & Co 

New York 

Sole Agents and Sole Licensees for 
the United States 



ft RISTOL is now widely used as an 
^ ^ agreeable and effective dressing in all 
of the operations of major and minor 
surgery and in dentistry. It is invaluable 
in ulcerations of all kinds, and in bums, 
blisters and bed-sores. It adheres closely 
to mucous membranes and wound sur- 
faces. {Aristol and "Europhen- Aristol'^ 
a combination of both remedies, are sup- 
plied in ounces^ 

pUROPHEN is a complete substitute 
*^ for iodoform and is a cicatrisant, of 
special value in specific lesions, catarrhal 
and ulcerative diseases and all surgical 
conditions formerly treated by the latter 
preparation. It has five times the cover- 
ing power of iodoform and forms an im- 
pervious coating over denuded tissues, 
turophen has a faint, agreeable odor 
resembling that of saffron. (Supplied in 
ounces,^ 

^ALOPHEN is a new salicylo-phenolic 
*^ derivative said to be so combined, 
chemically, as to constitute a safer and 
more effective remedy than either of its 
components, or any analagous prepara- 
tion. The reports refer in the highest 
terms to its value in acute articular 
rheumatism and allied affections. Com- 
petent observers recommend it for trial. 
{Supplied in ounces, tablets and pills.) 

QULFONAL induces physiological 
'^ sleep, free from narcosis, and with- 
out sequelae. It acts purely as a hypnotic 
i:nd claims no analgic powers. Sulfonal 
is also of the highest value in the neuroses 
i:nd is largely employed by neurologists. 
It is a perfectly safe and reliable remedy 
iind its continuous use does not give rise 
to a drug habit. Sulfonal must be admin- 
istered according to directions. (Supplied 
in ounces, tablets and pills.) 

pHENACETlNE continues to justify the i 
^ high commendations of physicians, 
and it may properly be considered as 
the best oi the modern antipyretics and i 
anodynes. In la grippe, rheumatism, 
migraine, neuralgia and allied maladies 
it is a prompt, safe and effective remedy, 
Phenacetine, unlike the secret mixtures 
announced as analgesics and antipyretics, 
is a true organic derivative. (Suppli 
in ounces, tablets and pills,) 
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ANNALS OF OPHTHALMOLOGY AND OTOLOGY. 



The substautial support given the Annals of Ophthalmology and 
Otology by the active, investigating, and progressive members of the 
medical profession is proof of its merits. 

•> 
It is the aim of tiie publishers to improve and keep the journal up to 

a high standard of excellence. 

The Annals is published for the following purposes: 

1. To afford Specialists, with well-earned reputations, a meditun for com- 
municating the results of their observation and research, and to disseminate 
meritorious contributions to the literature of Ophthalmology, Otology, 
Rhinology, and LaryngoIiOGY, giving especial attention to Practical 
Articles devoted to Medical Ophthalmolog}^, Ophthalmoscopy, and tJie 
Pathological relations between the Eye, Ear, Nose, or Throat, and the general 
system. It is hoped that the interests of the General Surgeon and Physician, 
as well as of the Specialist, will alike be subserved by such a journal. 

2. To furnish a brief condensed Report on Progress in the four 
important departments of Medical Science mentioned, in which shall be 
recorded the most recent advances of real and permanent value and practical 
interest, from the current medical literature of the world. These reports will 
be written by specialists well qualified for the work. 
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